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The  Health  Planning  Process: 
Overview  of  Federal   Law 

Federal   Health  Planning  and  Development  Law 

The  [Rational   Health  Planning  and  Resources  Development  Act  of  1074   (P.L. 
93-641)  was  signed  into  law  on  January  4,   1075.     This  onnibus  bill, 
considered  by  many  as  the  most  important  single  piece  of  health  legis- 
lation enacted  by  Congress  in  recent  years,  has  vast  potential   for 
restructuring  the  health  services  delivery  system  in  the  United  States. 
The  act  was  developed  in  Congress  following  two  years  of  intensive  study 
of  health  planning  and  development  activities.     The  Act  creates  a  single 
set  of  structures  at  the  state  and  regional   levels  to  deal  with  planning, 
resource  allocation  and  regulation  in  the  health  field.     Since  similar 
activities  have  been  carried  out  in  the  past  through  a  variety  of  organ- 
izational  structures,  considerable  realignment  of  the  nation's  health 
planning  and  development  mechanisms  is  required. 

Background 

None  of  the  content  areas  in  this  legislation  represent  new  or  unique 
federal    interests.     It  is  the  structure  in  which  planning,  resource 
allocation  and  regulation  will   be  carried  out  that  differs.     A  look  at 
the  elements  prior  to  1975  may  be  helpful   in  gaining  a  perspective  on  the 
new  structure. 

At  the  state  level,  four  distinct  and  loosely-related  planning  elements  had 
evolved  by  1974.     One  was  state  facilities  planning  authorized  under  the 
federal   Hill-Burton  legislation,  first  enacted  in  1946.     A  second  element 
was  categorical   health-related  program  planning  in  areas  such  as  drug  abuse, 
alcoholism,  public  health,  and  so  forth.     Federal   law  required  such  plans 
as  a  condition  for  release  and  expenditure  of  categorical   federal   financial 
support  to  the  state.     The  third  element  was  state  comprehensive  health 
planning  (CHP)   required  under  Section  314(a)  of  the  Pub'ic  Health  Service 
Act.     The  plan  developed  under  this  program  was  to  deal  with  broader 
health  Issues  in  the  state  and,  although  other  plans  were  to  be  "consistent" 
with  it,  it  exercised  relatively  little  control  over  rej>ource  allocation. 
Finally,  the  1972  amendments  to  the  Social   Security  Act  instituted  a  capital 
expenditure  review  program  (Section  1122)   in  which  the  state  had  to  review 
and  approve  or  disapprove  proposed  capital   expenditures  of  health  care 
institutions  on  the  basis  of  "standards,  criteria,  and  plans"  adopted  by 
the  state. 

Organized  federally-supported  planning  efforts  at  the  sub-state  or  area  level 
have  a  shorter  history.     The  first  organized  support  of  this  type  of  activity 
was  provided  under  Section  318  of  the  Public  Health  Service  Act,  passed  in 
1961.     This  program  provided  financial   assistance  to  facility  planning 
agencies  which  previously  worked  closely  with  state  Hil—Burton  planning 
activities.     Successes  with  the  regional   facilities  planning  agency  approach 
led  to  the  adoption  of  much  broader  legislation  in  1966,     The  Partnership 
for  Health  Act  (P.L.   89-749)  created  a  new  section  314(b)  of  the  Public 
Health  Service  Act,  authorizing  assistance  for  areawide  comprehensive  health 
planning.     Between  1967  and  1974,  more  than  200  of  these  "314(b)"  agencies 


were  established  across  the  country.  The  vast  majority  were  non-profit 
corporations.  They  brought  a  community's  consumer  and  provider  interests 
together  in  an  effort  to  develop  plans  for  the  organization  and  operation 
of  a  variety  of  health  programs.  Although  these  agencies  had  "review  and 
comment"  responsibilities  on  a  variety  of  uses  of  federfl  funds,  they 
lacked  power  to  Implement  their  plans.  The  emphasis  was  on  process  rather 
than  product,  and  the  planning  was  not  supported  through  regulatory  or 
quasi -regulatory  sanctions  or  by  adequate  financial  support.  The  history 
of  federal  programs  for  allocating  resources  to  the  health  care  delivery 
system  has  been  even  more  varied.  Beginning  with  formula  grant  and  project 
grant  activities  relating  to  public  health  in  the  late  "OSO's,  the  process 
was  based  largely  on  a  federal-state  or  federal-institutional  relationship. 
Although  the  federal -state  allocations  were  governed  by  the  program  plans 
mentioned  earlier,  direct  grants  to  institutions  and  organizations  were 
seldom  reviewed  for  consistency  with  any  overall  plan.  The  Hill-Burton 
program,  enacted  in  1946,  tied  allocation  of  resources  for  facilities 
construction  to  a  state  plan  document,  with  the  facilities  created  under 
Section  318  also  participating  in  the  process. 

Two  programs  created  in  the  late  60 's  and  early  70 's  adopted  a  different 
model  for  allocating  federal  resources  to  specific  health  programs.  The 
Regional  Medical  Programs  (RMP)  legislation  followed  issuance  of  the 
Report  of  the  President's  Commission  on  Heart  Disease,  Cancer  and  Stroke, 
published  in  December  1964.  Initially,  the  RMPs  were  to  develop  coop- 
erative arrangements  among  health  care  institutions,  medical  schools,  and 
research  organizations  with  the  goal  of  bringing  the  latest  advances  in 
the  treatment  of  heart  disease,  cancer  and  stroke  directly  to  patients  in 
a  community  setting.  More  than  50  RMPs  were  established  across  the  country, 
some  inter-state,  some  statewide  and  others  serving  a  reqion  witfiin  a  state. 
During  the  time  between  their  creation  in  1965  and  1974,  the  program 
emphasis  shifted  from  specific  diseases  to  primary  care,  regional ization 
of  health  care  resources  and  improved  use  of  health  manpower  in  underserved 
areas. 

Planning  and  priority  setting  in  the  RMPs  was  vested  in  a  regional  advisory 
group,  and  ties  to  other  planning  mechanisms  were  very   loose.  In  nine 
fiscal  years  between  1966  and  1974,  more  than  half  a  billion  dollars  in 
federal  developmental  funds  were  channeled  into  the  health  system  through 
the  RMP  mechanism. 

In  1971,  another  developmental  activity  was  launched  by  the  federal  govern- 
ment under  the  title,  "Experimental  Health  Service  Delivery  Systems."  A 
number  of  community  demonstrations  were  funded  by  the  government  to  assist 
grantees  in  the  organization  and  operation  of  an  independent  management 
corporation  for  health  services  at  the  community  level.  These  corporations 
performed  functions  similar  to  both  314(b)  agencies  and  RMPs,  but  with  an 
emphasis  on  the  collection  of  data  and  the  establishment  of  management 
information  systems  for  the  health  segment  of  the  community. 

In  1^74,  a  complex  of  federally-supported  agencies  and  organizations,  both 
governmental  and  non-governmental,  had  been  created  to  deal  with  health 
planning,  health  resources  allocation,  and  regulation  of  the  health  services 
industry. 


Developing  a  New  Approach 

With  the  legislative  authorities  for  all  of  these  activities  expiring  at 
the  same  time,  on  June  30,  1974,  Congress  saw  an  opportunity  to  reexamine 
all  of  the  issues  surrounding  federal  assistance  for  health  planning  and 
development  activities.  Congress'  stated  goal  was  to  provide  a  more 
rational  system  for  tying  these  functions  together,  while  retaining  the 
best  features  of  the  predecessor  programs.  Among  the  factors  which  Congress 
considered  were  the  following: 

--maldistribution  of  medical  personnel  and  facilities  in  many  areas 
of  the  country; 

--development  of  duplicative  services  and  excessive  beds  in  health 
care  institutions  in  the  absence  of  effective  planning  and  control; 

--inaccessibility  of  health  resources  and  lack  of  coordination  in 
operation  of  community  health  institutions; 

--health  care  cost  inflation,  which  Congress  perceived  as  a  result  of 
excess  capacity  and  inefficiency  in  utilization  of  resources;  and 

--the  imminence  of  enactment  of  national  health  insurance  and  the 
potential  negative  effect  of  increased  demand  in  an  inefficiently 
organized  and  operated  health  system. 

The  process  of  developing  the  new  legislation  took  nearly  two  years.  It 
included  consultation  between  Congressional  staff  members  and  a  variety 
of  interest  groups.  Extensive  hearings  were  held  in  both  the  House  and 
the  Senate.  As  a  part  of  the  developmental  process,  the  House  Committee 
developed  a  series  of  principles  to  guide  in  the  development  of  the  new 
legislation. 

--Planning  should  be  done  by  organizations  which  represent  and  in- 
corporate the  interests  of  consumers  of  health  services,  providers 
of  such  services,  and  concerned  public  and  private  agencies  and 
organizations. 

--In  order  to  be  effective,  health  planning  must  be  adequately  financed. 

—Effective  planning  requires  a  strong  emphasis  on  the  implementation 
of  plans;  and  implementation  requires  that  planninc  agencies  have 
authority  with  which  to  implement  the  plans. 

— The  generation  of  new  health  resources  should  be  closely  tied  to 
health  planning. 

--If  health  planning  is  to  be  done,  it  must  be  good  health  planning. 

--Effective  federal,  state  and  areawide  health  planning  will  be  possible 
only  if  the  federal  government  itself  engages  in  health  planning. 

--If  health  planning  is  actually  to  improve  the  people's  health,  it 
must  not  be  limited  just  to  planning  for  medical  csre. 


It  was  aqainst  this  background  that  Congress  proceeded  to  develop  a  new 
structural  approach  to  health  planning  and  development,  one  that  has 
been  embodied  in  the  National  Health  Planning  and  Resources  Development 
Act  of  1^574. 

Under  provisions  of  the  Act,  the  functions  of  planning,  resource  allo- 
cation and  regulation  for  the  health  care  system  have  been  assigned  to  a 
new  set  of  agencies  and  organizational  components  at  the  area  and  state 
levels.  At  the  area  level,  the  Health  Systems  Agency  (HSA)  is  the 
responsible  body.  At  the  state  level,  the  State  Health  Planning  and 
Development  Agency  (SHPDA)  is  the  responsible  administrative  body.  The 
Statewide  Health  Coordinating  Council  (SHCC)  has  overall  responsibility 
for  coordinating  HSA  and  state  level  health  planning  activities  as  well 
as  final  plan  development  authority  for  all  state  level  health  plans  and 
for  providing  advice  to  the  SHPDA.  The  functions  and  interrelationships 
of  these  organizational  components  are  discussed  in  more  detail  in 
Sections  I-B  and  II  of  this  manual. 

In  addition  to  the  changes  made  in  health  planning  and  development  at 
the  area  and  state  levels,  the  Act  laid  the  groundwork  for  changes  in 
federal  health  policy  development.  A  frequent  criticisn  of  the  federal 
government  has  been  that  it  requires  policy  development  in  planning 
activities  at  lower  levels  while  resisting  the  articulation  of  a  coherent 
body  of  policy  at  the  national  level.  The  Congress  has  jealously  guarded 
its  policy  setting  prerogatives  in  health  while  at  the  same  time  declining 
to  establish  priorities  for  consideration  by  state  and  'lOcal  health  organ- 
izations. As  the  federal  investment  in  the  provision  of  health  services 
has  increased,  so  has  the  federal  interest  in  the  efficient  and  cost- 
effective  delivery  of  such  services.  In  framing  P.L.  93-641,  the  Congress 
took  three  steps  in  support  of  an  expanded  and  improved  federal  policy 
structure  for  health.  These  were  the  creation  of  a  National  Council  on 
Health  Planning  and  Development,  a  requirement  that  the  Secretary  of  Health, 
Education  and  Welfare  develop  national  guidelines  for  health  planning, 
and  the  stating  of  a  series  of  Congressional  priorities  for  the  health 
care  system  in  the  United  States. 

The  National  Council  on  flealth  Planning  and  Development  was  established 
under  the  Act  as  an  advisory  council  to  the  Secretary.  The  Council  was 
charged  with  advising,  consulting  with,  and  making  recommendations  to,  the 
Secretary  in  the  development  of  national  guidelines,  the  implementation 
and  administration  of  the  Act,  and  the  evaluation  of  new  medical  technology 
and  its  implications  for  the  organization,  delivery  and  distribution  of 
health  care  services.  The  15-member  Council  includes  representatives  of 
federal  health  programs  both  inside  and  outside  the  Department;  individuals 
selected  by  the  Secretary  for  their  special  training  or  experience  in  the 
areas  covered  by  the  Act;  and  individuals  designated  from  statewide  health 
coordinating  councils  and  the  governing  bodies  of  health  systems  agencies. 

A  second  provision  of  the  Act  aimed  at  improving  the  health  system  through 
improved  planning  requires  the  Secretary  to  develop  national  guidelines  for 
health  planning.  In  giving  the  Secretary  this  authority,  the  Congress 
commented  on  the  fact  that  it  was  unusual  for  the  policy  setting  prerogative 
to  be  delegated  in  this  manner  but  that  the  urgency  of  attaining  the  goals 


of  the  Act  required  the  step.  The  guidelines  to  be  developed  by  the 
Secretary  were  to  include  two  major  components--standarcis  respecting  the 
appropriate  supply,  distribution,  and  organization  of  health  resources  and 
a  statement  of  national  health  planning  goals  expressed,  to  the  maximum 
extent  practicable,  in  quantitative  terms.  The  Secretary  has  moved  deliber- 
ately in  carrying  out  this  responsibility.  Suggestions  from  a  broad 
spectrum  of  individuals  and  organizations  were  solicited  in  mid-1975.  On 
the  basis  of  the  suggestions  received,  as  well  as  a  ser'es  of  commissioned 
studies  and  papers,  an  intra-departmental  committee  began  the  process  of 
drafting  a  set  of  national  guidelines.  When  the  developmental  process  is 
completed,  the  guidelines  will  be  published  as  regulations  in  the  Federal 
Register  and  periodically  reviewed  and  revised.  Each  health  systems  agency, 
statewide  health  coordinating  council,  and  state  health  planning  and  develop- 
ment agency  is  expected  to  give  full  consideration  to  these  guidelines  in 
developing  the  various  plan  documents  required  under  the  Act  and  in  making 
the  resource  allocation  decisions  for  which  they  are  responsible. 

Finally,  the  Congress  stated  a  set  of  specific  priorities  which  it  felt 
deserved  consideration  in  the  development  of  the  national  health  planning 
goals  and  in  the  development  and  operation  of  health  planning  and  resource 
development  programs  at  all  levels.  The  Congressional  priorities  are  as 
follows: 

(1)  The  provision  of  primary  care  services  for  medically  under- 
served  populations,  especially  those  which  are  located  in 
rural  or  economically  depressed  areas. 

(2)  The  development  of  multi-institutional  systems  "or  coordination 
or  consolidation  of  institutional  health  services  (including 
obstetric,  pediatric,  emergency  medical,  Intensive  and  coronary 
care,  and  radiation  therapy  services). 

(3)  The  development  of  medical  group  practices  (especially  those 
whose  services  are  appropriately  coordinated  or  Integrated 
with  institutional  health  services),  health  maintenance  or- 
ganizations, and  other  organized  systems  for  the  provision  of 
health  care. 

(4)  The  training  and  increased  utilization  of  physicians'  assistants, 
especially  nurse  clinicians. 

(5)  The  development  of  multi-institutional  arrangements  for  the  sharing 
of  support  services  necessary  to  all  health  service  institutions. 

(6)  The  promotion  of  activities  to  achieve  needed  Improvements  in  the 
quality  of  health  services,  including  needs  identified  by  the 
review  activities  of  professional  standards  review  organizations. 

(7)  The  development  by  health  service  institutions  of  the  capacity 

to  provide  various  levels  of  care  (including  intensive  care,  acute 
general  care,  and  extended  care)  on  a  geographically  Integrated  basis. 


(8)  The  promotion  of  activities  for  the  prevention  of  disease, 
including  studies  of  nutritional  and  environmental  factors   | 
affecting  health  and  the  provision  of  preventive  health  care 
services. 

(9)  The  adoption  of  uniform  cost  accounting,  simplified  reimburse- 
ment, and  utilization  reporting  systems  and  improved  manage- 
ment procedures  for  health  care  institutions. 

(10)  The  development  of  effective  methods  of  educating  the  general 
public  concerning  proper  personal  (including  preventive) 
health  care  and  methods  for  effective  use  of  available  health 
services. 

These  priorities  have  already  been  utilized  in  focusing  the  efforts  to 
develop  national  health  planning  guidelines.  They  will  also  guide  the 
planning  and  development  activities  of  state  and  area  acencies. 
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The  Health  Planning  Process: 
Roles  of  Organizational  Components--Summary 

The  requirements  of  P.L.  93-641  create  a  complex  set  of  interrelationships 
between  The  Health  Systems  Agency  (tISA),  The  State  Health  Planning  and 
Development  Agency  (SHPDA)  and  The  State  Health  Coordineting  Council  (SHCC). 
The  functions  of  each  of  these  bodies  will  be  dealt  with  in  detail  in 
separate  sections  of  this  manual.  In  this  section  an  overview  of  the  roles 
of  the  components  in  the  activities  required  under  federal  law  will  be 
presented.  This  overview,  based  on  process  elements  rather  than  structural 
considerations,  serves  as  an  introduction  to  the  more  detailed  discussions 
of  the  SHCC,  the  SflPDA  and  the  HSA  in  subsequent  sections. 

Plan  Development 

The  most  critical  element  in  the  implementation  of  P.L.  93-641--and  the 
accomplishment  of  the  goals  towards  which  that  law  is  directed--  is  the 
planning  component.  The  plans  developed  by  the  HSA  and  the  SHPDA/SHCC 
form  the  basis  for  resource  allocation  and  regulatory  activities  in  the 
area  and  state.  The  process  of  developing  the  plan,  and  the  plan  docu- 
ment itself,  are  the  "glue"  which  hold  the  entire  health  planning  and 
development  system  together. 

The  fundamental  planning  document  under  this  program  is  the  health  systems 
plan  (HSP).  This  is  a  plan  prepared  for  the  health  service  area  (in  Mont- 
ana the  entire  state)  by  the  HSA.  The  HSP  is  the  HSA's  statement  of 
desired  achievements  for  improvement  in  the  health  status  of  area  residents 
and  in  the  health  system  serving  that  population.  It  is  a  long-range  goal  plan 
over  a  five  year  period,  and  its  scope  is  the  entire  health  system.  Its 
purpose  is  to  promote  comprehensive  health  systems  at  the  local  level 
which  will  improve  levels  of  health  status,  assure  a  healthful  environ- 
ment, and  provide  for  the  availability  and  accessibility  of  high  quality 
health  services  in  a  manner  which  fosters  continuity  of  care  at  a  reason- 
able cost  for  all  residents  of  the  area.  The  HSP  is  developed  by  an  HSA 
through  an  open  process  utilizing  data  and  information  collected  reflecting 
the  current  situation  in  the  area.  It  addresses  the  health  system  of  the 
community  from  the  perspectives  of  the  health  services  delivered  to  the 
population,  the  settings  of  service  delivery,  and  characteristics  for 
analysis  of  the  system.  In  developing  the  HSP,  the  HSA  must  take  into 
consideration  expressions  of  statewide  needs  and  priorities  prepared  jointly 
by  the  SHPDA  and  the  HSA.  The  primary  responsibility  for  developing  the 
health  systems  plan  rests  with  the  HSA,  and  the  plan  is  considered  "estab- 
lished" when  it  is  adopted  by  the  Board  of  the  HSA.  The  SHPDA  and  SHCC 
roles  in  HSP  development  nationally  consist  primarily  o'  cooperation  in  the 
design  of  a  common  format  and  provision  of  information  on  statewide  needs 
and  priorities  for  the  HSAs'  consideration.  In  Montana,  the  SHPDA  plays 
an  even  larger  support  role,  as  will  be  explained  later. 

The  health  systems  plan  is  the  basis  for  development  of  two  other  important 
planning  documents.  The  HSA  must  develop  an  annual  implementation  plan  (AIP) 


which  describes  objectives  which  will  achieve  the  goals  of  the  HSP  and 
priorities  among  the  objectives.  The  AIP  identifies  specific  short-range 
objectives  upon  which  the  comnunity  wishes  to  act  during  the  ensuing  year-- 
a  single  year's  slice  of  the  larger,  five-year  HSP.  It  identifies  actions 
the  community  intends  to  take  and  the  effects  of  the  actions.  Although 
the  majority  of  specific  priority  short-range  objectives  are  taken  from 
the  HSP,  some  may  be  formulated  by  the  HSA  in  response  to  sudden  develop- 
ments in  the  conmunity  that  community  residents  hold  to  be  of  great  enough 
importance  to  warrant  immediate  HSA  and  community  action.  The  AIP  is  the 
HSA's  document;  it  is  not  required  to  be  approved  by  the  state  level  bodies, 
nor  do  they  have  specific  responsibilities  in  developing  the  format  and 
content  of  the  AIP.  Since  the  AIP  is  based  on  the  HSP,  however,  the 
considerations  of  format  and  priorities  entering  into  development  of  the 
HSP  will  usually  be  reflected  in  its  companion  AIP. 

The  second  use  of  the  HSP  in  plan  development  is  as  the  buildirg  block 
for  the  State  Health  Plan  (SHP).  In  Montana,  large  portions  of  the  HSP 
and  SHP  are  identical  in  content.  Those  portions  of  the  HSP  ar.d  SHP  which 
are  identical  make  use  of  a  format  which  has  been  jointly  developed  by  the 
HSA  and  SHPDA.  Both  the  HSA  board  and  the  SHCC  guide  the  development 
of  these  joint  documents,  and  both  must  approve  them,  the  HSA  board  as 
HSP  components  and  the  SHCC  as  SHP  components.  The  HSP  and  SHP  develop- 
ment and  approval  processes  have  been  modified  somewhat  in  Montana  in  an 
attempt  to  avoid  duplication  of  effort  and  resources.  These  mcidifications 
were  necessitated  by  Montana's  status  as  a  single  health  service  area 
state.  The  processes  for  development  and  approval  of  the  fISP  end  SHP  will 
be  explained  more  fully  in  another  section  of  this  document. 

Planning  Coordination 

— 

The  provisions  of  federal  and  state  law  also  require  a  variety  of  planning 
coordination  activities  on  the  part  of  each  of  the  three  organizational 
components. 

At  the  health  service  area  level,  the  health  systems  agency  is  required  to 
coordinate  its  plans  with  those  of  PSROs,  A-95  review  agencies,  and  other 
bodies  conducting  planning  activities  which  relate  to  the  health  field. 
In  addition,  HSAs  will  provide  assistance  to  institutions  and  organizations 
in  their  health  service  area  in  achieving  coordination  of  thei:'  planning 
efforts  with  the  overall  HSP  and  AIP. 

As  the  State  Health  Planning  and  Development  Agency  for  Montana,  the  Bureau 
of  Health  Planning  and  Resource  Development  is  expected  to  coordinate  health 
planning  activities  among  state  agencies  with  health  and  health  related 
responsibilities.  This  coordinative  responsibility  includes  provision  of 
guidance  and  technical  assistance  to  state  agencies  whose  activities  impact 
on  the  health  of  the  people  of  Montana.  Where  an  agency  prepares  plans 
subject  to  review  and  approval  by  the  SHCC,  the  SHPDA  assists  those  agencies' 
planners  in  meeting  the  requirements  of  the  SHCC  concerning  format,  present- 
ation, and  timing  of  submittal  of  plans  for  review. 

The  SHCC's  planning  coordination  responsibilities  extend  to  the  Health 
Systems  Agency  and  to  other  state  level  bodies.  In  the  case  of  the  tiealth 
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Systems  Agency,  the  SHCC  is  charged  with  a  responsibility  to  "review  annually 
and  coordinate"  the  HSP  and  AIP.  The  SIICC  has  the  opportunity  to  require 
revision  of  the  HSP  to  meet  statewide  needs  not  addressed.  The  second 
major  responsibility  ir  planning  coordination  will  be  to  assure  that  the 
AIP  developed  by  the  HSA  is  consistent  with  the  companion  Health  Systems 
Plan.  No  other  body  outside  the  board  of  the  HSA  has  the  authority  to 
carry  out  this  particular  coordinative  function.  In  addition,  the 
SHCC  should  provide  guidance  to  state  agencies  preparing  categorical  health 
plans  concerning  the  SHCC's  requirements  for  such  plans.  Since  the  SHCC 
has  responsibility  for  approving  and  disapproving  these  planning  documents 
(see  below),  assistance  offered   in  advance  is  considered  extremely  import- 
ant as  a  means  of  assuring  a  smooth  and  timely  review  process. 

Resource  Allocation 

Resource  allocation  activities  on  the  part  of  health  planning  and  de- 
velopment agencies  fall  into  two  broad  categories--d1rect  financial 
assistance  and  review  and  approval  authority  over  federal  fund  uses. 

The  major  potential  source  of  direct  financial  assistance  in  support  of 
the  plans  prepared  by  an  HSA  is  the  area  health  services  development  fund. 
A  fully  designated  HSA  can  apply  to  the  Secretary  for  the  establishment 
of  such  a  fund,  and  utilize  the  monies  made  available  to  finance  activities 
supportive  of  its  plans  through  grants  and  contracts  to  individuals  and 
public  or  private  non-profit  organizations  and  agencies. 

The  authority  to  review  and  approve  or  disapprove  uses  of  federal  funds 
is  a  much  more  important  resource  allocation  activity  under  P.L.  93-641. 
A  fully  designated  health  systems  agency  has  the  authority  to  review  and 
approve  or  disapprove  all  uses  of  federal  funds  made  available  under  the 
Public  Health  Service  Act  and  related  federal  legislation  with  the  exception 
of  specified  grants  and  contracts  related  to  research  and  training.  A 
fully  designated  HSA  thus  has  an  opportunity  to  influence  the  degree  to 
which  federally  financed  projects  in  its  health  service  area  are  supportive 
of  its  plans  for  the  area.  Both  this  function  and  administrat^^on  of  the 
area  health  services  development  fund  are  independent  functions  exercised 
by  the  HSA.  Neither  one  Involves  the  state  agency  or  the  SHCC. 

The  SHCC  has  a  similar  aoproval/disapproval  responsibility  in  v-elation  to 
federal  funds  made  available  to  the  state  under  a  variety  of  formula  grant 
programs.  Under  such  programs,  the  state  agency  administering  the  funds 
must  prepare  an  annual  plan  for  their  utilization.  Such  plans  are  subject 
to  the  review  and  approval  or  disapproval  of  the  SHCC  under  federal  law. 

The  SHCC's  last  resource  allocation  activity  relates  to  federal  support  of 
facilities  projects  under  Title  XVI  of  the  Act.  Title  XVI  funding,  which 
replaces  the  Hill-Burton  program,  is  to  be  administered  by  the  state  agency 
on  the  basis  of  a  State  Medical  Facilities  Plan  approved  by  the  SHCC.  The 
state  agency  recommends  specific  projects  to  the  Secretary  for  funding 
under  the  state's  allocation,  and  in  accord  with  the  State  Medical  Facilities 
plan. 


^Regulation 


Another  broad  functional  area  involving  health  planning  and  development 
agencies  is  regulation  of  the  health  services  industry  in  the  state. 
Puhlic  Law  93-641  reqiiires  that  the  SHPDA  have  the  responsibility  for 
administration  of  the  capital  expenditures  review  program  under  Section 
^^22 ,   and  that  the  state  establish  a  certificate  of  need  program  meeting 
federal  requirements  before  the  Bureau  can  be  fully  designated  as  a  SHPDA 
under  the  Act. 

A  complying  program  for  reviewing  new  institutional  health  services  requires 
participation  of  the  health  systems  agency  in  the  area  in  which  a  service 
is  to  be  offered  or  a  facility  constructed.  The  HSA  must  review  each 
application  and  recommend  an  action  on  the  application  to  the  State  Agency. 
The  MSA  does  not  render  decisions  in  this  area,  a  responsibility  reserved 
for  state  government. 

On  the  basis  of  the  HSA  recommendation  and  its  own  review,  the  State  Agency 
must  render  a  decision  on  each  facility  or  service  subject  to  review.  The 
SHPDA  must  have  the  authority  to  enforce  its  decisions  through  sanctions, 
and  the  entire  process  of  review,  recommendation  and  decision  is  to  be  an 
open  one  with  many  opportunities  for  public  hearings  and  appeals  of  agency 
decisions. 


Summary 

The  roles  and  responsibilities  of  the  Health  Systems  Agency,  the  SHPDA 
and  the  SHCC  have  been  explored  as  they  relate  to  four  major  activities-- 
plan  development,  planning  coordination,  resource  allocation  and  regu- 
lation. More  detailed  discussions  of  these  responsibilities  and  the  way 
each  component  is  organized  to  deal  with  them  will  be  found  in  appropriate 
sections  of  this  manual. 
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SHCC  Handbook 
Section  I-C 


The  Health  Planning  Process: 
Montana's  Organizational  Structures 


There  are  three  organizational  structures  which  have  been  created  in 
Montana  as  a  result  of  P.L.  93-641:  the  Health  Systems  Agency  (HSA), 
the  State  Health  Planning  and  Development  Agency  (SHPDA)  and  the  Statewide 
Health  Coordinating  Council  (SHCC). 

Unlike  most  other  states  which  have  two  or  more  HSA's  serving  a  like  number 
of  health  service  areas,  Montana  has  a  single  HSA  serving  a  statewide  health 
service  area. 

Another  way  in  which  Montana  differs  from  most  other  states  with  respect 
to  organizations  under  P.L.  93-641,  is  in  the  composition  of  its  SHCC.  The 
federal  law  states  that  at  least  60  percent  of  a  SHCC's  membership  shall 
be  made  up  of  members  of  HSA  governing  boards,  and  that  the  remaining  mem- 
bers may  be  selected  by  the  governor  of  a  state.  In  Montana,  Governor 
Judge  has  chosen  not  to  exercise  his  option  of  selecting  non-HSA  governing 
board  members  for  the  SHCC,  and,  in  fact,  has  made  the  SHCC's  membership 
identical  with  that  of  the  HSA  executive  committee. 

The  single  statewide  HSA  and  the  dual  roles  of  the  SHCC  members  make 
Montana's  approach  to  the  implementation  of  P.L.  93-641  jniquel  The 
functions  of  the  three  organizations,  the  SHCC,  the  SHPDA  and  the  HSA 
will  be  described  in  the  following  sections. 
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The  Statewide  Health  Coordinating  Council:  Functions 


Introduction 

Functions  of  the  SHCC  are  outlined  in  Section  1524  of  P.L,  ^3-641  and 
require  that  the  SHCC: 

--Review  annoally  and  coordinate  the  lISP  and  AIP  of  the  fiSA  and  report 
to  the  Secretary  of  DHFW  its  comments. 

--prepare  and  approve  a  state  healtli  plan  based  on  the  preliminary 
state  health  plan  and  the  health  systems  plan. 

--review  and  comment  to  the  Secretary  of  DHEW  the  annual  budget 
of  the  HSA. 

--review  and  comment  to  the  Secretary  on  the  annual  designation 
application  of  the  HSA. 

--advise  the  SHPHA  generally  on  the  performance  of  its  functions. 

--review  and  approve  or  disapprove  all  state  plans  anc  applications 
for  funds  made  available  to  the  state  government  unr^er  the  Public 
Health  Service  Act,  the  Community  Mental  Health  Centers  Act  and  the 
Comprehensive  Alcohol  Abuse  and  Alcoholism  Preventicn,  Treatment 
and  Rehabilitation  Act  of  1070. 

Section  1603  of  the  Act  states  further  that  the  SHCC  shell  approve  the 
State  Medical  Facilities  Plan  (5MFP). 

The  above  responsibilities  can  be  broken  into  four  basic  activities.  Those 
activities  or  roles  are  planning  coordination,  plan  development,  resource 
allocation  and  advisory  functions. 


Planning  Coordination 

One  of  the  major  responsibilities  of  the  SHCC  is  to  coo 
efforts  of  the  HSA  and  SHPDA.  As  a  result  of  Montana's 
health  service  area  status,  the  planning  roles  of  the  H 
not  as  clearly  defined  as  they  might  be  in  other  states 
members'  dual  role  on  the  HSA  executive  committee,  the 
excellent  forum  for  discussion  and  resolution  of  questi 
and  SHPDA  planning  responsibilities.  Through  this  meth 
insure  that  the'-'o  is  a  minimum  of  duplication  of  effort 
This  relates  not  only  to  the  plan  development  process  b 
review  and  approval  process  as  well. 


rdinate  the  planning 
single  statewide 
SA  and  SHPDA  are 

Because  of  SHCC 
SHCC  provides  an 
ons  concerning  HSA 
od,  the  SHCC  can  also 
by   the  two  agencies. 
ut  to  the  plan 


Another  planning  coordination  activity  involves  establisfiment  of  statewide 
needs  and  priorities  as  a  guide  to  the  HSA  in  preparing  its  MSP.  Federal 
guidelines  provide  that  these  needs  and  priorities  shou'd  bo  identified 
by  the  SHPDA  in  conjunction  with  the  HSA  and  the  SHCC,  with  the  SHCC  having 
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final  responsibility  for  adoption. 

The  determination  of  these  statewide  needs  and  priorities  are  of  importance 
to  the  StlCC  in  two  respects.  The  first  relates  to  the  responsibility  to 
review  the  llSP  and  revise  1t  when  it  is  inconsistent  with  agreed  upon  state- 
wide needs  and  priorities.  The  second  relates  to  their  review  and  approval/ 
disapproval  of  state  plans  for  uses  of  formula  grant  monies,  (see  below) 

Finally,  the  ShCC  is  to  annually  review  and  report  their  comments  on  the 
MSP  and  AIP  to  the  Secretary  of  Health,  Education,  and  Welfare.  Under 
the  provisions  of  the  Act,  the  Council  is  the  only  body  outside  the  MSA 
itself  which  has  a  clear  responsibility  to  review  both  of  these  plans  and 
to  assure,  to  the  extent  possible,  that  the  priorities  of  the  AIP  are 
consistent  with  the  goals  of  the  HSP  in  any  given  year. 

Plan  Development 

A  second  major  planning  responsibility  of  the  SHCC  is  the  preparation  of 
a  state  health  plan.  In  multi-HSA  states,  this  consists  partially  of 
coordinating  the  HSP's  with  one  another  and  insuring  thet  they  are   con- 
sistent with  statewide  goals  and  priorities.  In  Montane  the  SHCC  will 
review  each  HSP  component  after  approval  by  the  HSA  board  and  approve  or 
disapprove  of  it  as  a  component  of  the  SHP.  If  the  plan  component  is 
disapproved  it  must  be  revised  by  the  HSA  before  it  can  become  part  of 
the  SHP.  Because  of  the  SHCC  members'  role  on  the  HSA  executive  committee, 
the  SHCC  has  input  throughout  the  development  of  HSP  components  and  it 
is  unlikely  that  a  component  approved  by  the  HSA  board  v/ould  be  disapproved 
by  the  SHCC. 

There  are  certain  sections  of  the  SHP  which  will  probably  be  developed 
separately  from  the  HSP.  These  sections  deal  with  state  government  prog- 
rams and  policies  of  a  health  related  nature.  These  SHP  sections  will  be 
developed  by  the  SHPDA  and  must  then  be  approved  by  the  SHCC.  Once  again, 
the  SHCC  must  insure  that  such  components  are  consistent  with  earlier 
established  goals  and  priorities.  These  "state  government"  components 
will  play  a  very   important  role  in  the  SHCC's  review  and  approval /disapproval 
of  state  plans  for  federal  monies. 

The  final  plan  development  responsibility  of  the  SHCC  is  to  approve  the 
State  Medical  Facilities  Plan  (SMFP)  which  establishes  priorities  among 
projects  within  the  state  for  federal  assistance.  In  reviewing  the  SMFP, 
the  SHCC  must  insure  that  it  is  consistent  with  the  State  Health  Plan  and 
other  federal  requirements  for  preparation  of  the  SMFP. 

Resource  Allocation 

The  SflCC  has  review  and  comment  responsibilities  on  the  allocation  of 
federal  financial  resources  to  the  HSA.  Each  year,  the  SHCC  must  review 
the  budget  of  the  HSA  and  report  its  comments  to  the  Secretary  of  Health, 
Education,  and  Welfare.  The  Secretary  must  consider  thtise  comments  in 
deciding  on  the  final  budget  figure  to  be  awarded  the  HSA.  In  addition, 
the  SHCC  must  review  and  comment  on  HSA  applications  for  planning  and 
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development  grants,  and  on  applications  for  establishment  of  Area  Health 
Services  Development  Funds.  Aqain,  these  comments  are  advisory  to  the  Sec- 
retary in  reaching  a  decision  on  a  specific  application. 

Perhaps  the  most  controversial  function  of  the  SHCC  is  its  authority  to 
review  and  approve/disapprove  plans  prepared  by  state  agencies  under 
federal  "entitlement"  programs.  A  number  of  federal  programs  for  fin- 
ancing health  and  health-related  activities  through  state  government 
require  preparation  of  an  annual  program  plan.  Under  provisions  of  the 
Act,  these  program  plans  are  subject  to  review  and  approval  or  disapproval 
by  the  SIICC.  thus,  the  SHCC  has  a  potentially  major  voice  1n  a  variety 
of  program  activities  within  state  government  which  relate  to  health. 
Further,  since  many  of  the  federal  financing  programs  are  formula  grants-- 
i.e.,  some  amount  of  state  dollars  are  required  to  match  the  federal 
dollars  avdilablo--the  SHCC  also  has  a  say  in  the  use  of  matching  state 
funds. 


Advisory  Functions 

The  SHPDA  is  required  to  conduct  the  health  planning  activities  of  the 
state  and  to  carry  out  complex  coordinative  planning  anc  regulative 
functions.  In  conducting  its  business,  the  Act  specifies  a  role  for  the 
SHCC  which  is  both  policy  and  advisory  in  nature.  Aside  from  approval  of 
plans,  there  are  no  direct  mechanisms  specified  through  which  the  SHCC 
can  impact  upon  the  operations  of  the  SHPDA.  The  non-gcvernmental  nature 
of  the  SHCC  precludes  such  direct  intervention,  but  the  Act  does  recognize 
the  need  for  "independent  monitoring"  of  SHPDA  performarce. 

Once  the  SHCC  has  approved  the  SHP  and  SMFP  it  is  in  a  position  to  evaluate 
SHPDA  ongoing  performance  relative  to  those  plans.  Such  performance  will 
take  the  form  of  certificate  of  need  decisions,  and  approval  of  projects 
for  Title  XVI  funds.  Thus,  the  SHCC  will  be  in  a  position  to  advise  the 
SHPDA  on  its  performance  in  these  areas. 

As  noted  above,  the  SHCC  is  responsible  for  review  and  approval  or  dis- 
approval of  specified  federal  allotments  to  state  agencies.  In  performing 
this  function,  the  SHCC  will  be  in  an  excellent  position  to  evaluate  the 
way  in  which  the  Sf^PDA  has  been  coordinating  the  planning  of  other  state 
agencies  with  the  State  Health  Plan. 

In  general,  the  SHCC  will  be  in  a  position  to  advise  the  SHPDA  in  the 
performance  of  its  functions.  Just  what  impact  its  advice  has  had  on  the 
SHPDA  is  something  that  the  SHCC  will  be  able  to  evaluate  and  pass  on  to 
the  Secretary  when  it  comments  each  year  on  the  SHPDA 's  application  for 
redesignation. 
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Statewide  Health  Coordinating  Council: 
Organizational  Structure 


Introduction 


General  quidelines  for  the  structure  of  the  SHCC  are  found  in  Section  1524 
of  the  Act.  Montana's  SHCC,  although  somewhat  atypical  in  that  its  makeup 
is  identical  with  that  of  the  fISA  Executive  Committee,  is  in  full  compli- 
ance with  the  Act's  requirements  for  SHCC  membership. 

Size  and  Membership  of  SHCC 

The  Slice  and  USA  Executive  Committee  are  made  up  of  eighteen  members,  the 
composition  of  which  is  as  follows: 

A.  Ten  (10)  consumers:  Five  (5)  respresentatives,  one  from  each  of 
the  Governor's  five  Administrative  Regions;  one  (1)  Native  American; 
one  (1)  local  elected  public  official;  one  (1)  Governor's  appointee; 
and  two  (2)  elected  at  large. 

B.  Eight  (8)  providers:  two  (2)  physicians;  one  (1)  hospital  adminis- 
trator; one  (1)  nursing  home  administrator  or  owner;  one  (1)  allied 
health  professional;  one  (1)  registered  nurse;  one  (1)  Veterans 
Administration  representative;  and  one  (1)  elected  at  large. 


Cormittee  Structure 

It  is  up  to  the  SHCC  to  decide  whether  it  wants  to  utilize  special  commit- 
tees for  certain  functions  or  to  meet  as  a  committee  of  the  whole  on  the 
performance  of  all  of  its  functions. 
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Overview  of  Health  Planniiicj  and 
Resource  Development  in  Montana 


Introduction 


On  July  1,  1976,  PL  93-641  went  into  effect  in  Montana,  and  in  doing  so 
replaced  three  previously  existing  health  planning  and  resource  develop- 
ment programs:  Comprehensive  Health  Planning,  Hi  11 -Burton,  and  Regional 
Medical  Programs.  The  present  law  is,  in  many  ways,  an  attempt  to  take 
the  best  parts  of  these  three  programs  and  incorporate  them  into  a  single 
health  planning  and  resource  development  program.  There  are,  of  course, 
aspects  of  PL  93-641  that  are  entirely  new,  but  much  of  it  does  follow 
from  these  earlier  attempts  at  improving  the  health  care  system. 

Comprehensive  Health  Planning 

Montana's  experience  with  CHP  began  on  October  28,  19C6,  when  Governor 
Tim  Cabcock  designated  the  Montana  State  Board  of  flealth*  as  the  single 
state  agency  for  comprehensive  health  planning  as  required  by  PL  89-749. 
The  "Plan  for  Planning",  a  document  which  outlined  the  structure  of  the 
agency,  the  membership  of  the  Advisory  Council  for  Comprehensive  Health 
Planning,  and  the  work  program  for  fulfilling  the  functions  as  a  314(a) 
agency,  was  prepared  by  the  Comprehensive  Health  Planning  (CHP)  Division 
and  approved  by  the  U.S.  Public  Health  Service  on  February  5,  1968. 

The  initial  efforts  of  the  CHP  Division  were  directed  toward  defining 
the  scope  of  the  proposed  Health  Planning  program,  developing  the  expertise 
of  the  staff  and  council  members,  and  organizing  regicnal  interests  to 
prepare  for  the  establishment  of  areawide  health  planning  agencies.  The 
State  CHP  office  was  instrumental  in  the  establishment  and  initial  funding 
of  the  areawide  CHP  agencies.  A  great  deal  of  time  was  spent  identifying 
local  people  with  an  interest  in  health  planning,  organizing  representa- 
tive regional  councils  and  the  subsequent  non-profit  private  organizations 
that  were  to  become  areawide  health  planning  agencies,  securing  local 
match  funds,  and  assisting  with  the  preparation  of  grant  applications  for 
federal  money. 

The  first  areawide  agency  to  receive  federal  funds  was  the  Southv/estern 
Areawide  Health  Planning  Council  funded  in  July  1971.  With  the  1973 
designation  of  the  Economic  Development  Association  of  Eastern  Montana 
as  the  areawide  health  planning  agency  for  the  17  eastern-most  counties, 
Montana  added  the  last  of  its  five  areawide  health  planning  organiza- 
tions. 

Some  of  the  areawide  organizations  grew  out  of  existing  structures  con- 
cerned with  health  facilities  planning.  Changing  the  existing  organiza- 
tional thrust  involved  broadening  geographic  representation  on  the  areawide 
councils  and  expanding  the  focus  of  the  organization  to  include  planning 


*After  Executive  Reorganization  in  1971,  these  responsibilities  came 
under  the  Depart/nent  of  Health  and  Environmental  Sciences. 
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for  health  services  and  manpower  as  well  as  health  facilities.  The 
first  years  of  the  areawide  organizations  were  primar-ly  directed  at 
developing  and  sustaining  citizen  interest  in  community  health  planning. 
The  five  areawide  organizations  developed  as  distinct  entities,  each 
with  a  unique  planning  approach  to  meet  the  particular  needs  of  its 
area.  Major  activities  undertaken  by  the  areawides,  often  with  the 
assistance  of   the  State  CMP  Office,  included: 

1.  Publicizing  CUP  as  a  program  and  stimulating  interest  in 
loca''  areas.  Some  areawides  organized  county  health  planning 
councils. 

2.  Identifying  the  perceived  health  needs  of  their  areas,  rang- 
ing from  health  manpower  shortages  to  a  lack  of  coordination 
of  existing  services. 

3.  Conducting  reviews  of  capital  expenditures  for  health  facili- 
ties and  making  recommendations  to  the  Designated  Planning 
Agency  (following  enactment  of  1122  review  process). 

4.  Assisting  local  communities  in  meeting  health  care  needs. 
Efforts  included:  assisting  communities  in  their  attempts 
to  attract  health  manpower,  supporting  efforts  to  obtain 
local  funding  for  health  projects,  and  preparing  plans  or 
grant  applications  for  federal  and  other  funding  sources. 

5.  Preparing  areawide  health  plans.  By  June  1976,  all  five  area- 
wide  organizations  had  developed  health  plants  which  addressed 
the  health  needs  of  eacii  area.  The  plans  varied  in  structure 
and  scope  but  each  presented  a  compilation  of  pertinent  health 
data,  an  inventory  of  existing  services,  and  projections  of 
future  health  needs. 


Regional  Medical  Programs 

There  were  two  Regional  Medical  Program  funding  projects  in  Montana. 
The  Intermountain  Regional  Medical  Program  (IRMP),  whose  central  office 
was  in  Salt  Lake  City,  provided  limited  funding  to  projects  in  the 
southwestern  corner  of  the  State.  The  Mountain  States  Regional  Medi- 
cal Program  (MSRMP)  covered  the  entire  state  and  generally  had  a  greater 
effect  on  health  care  activities  in  Montana. 

Under  the  original  RMP  legislation,  each  RMP  was  required  to  have  a 
sponsoring  fiscal  agent.  In  most  states,  a  medical  school  acted  as 
program  sponsor.  However,  in  1966,  tne  states  of  Idaho,  Wyoming, 
Nevada  and  Montana  did  not  have  a  medical  school.  So,  representative 
groups  in  these  states  banded  together  and  asked  the  Western  Interstate 
Commission  for  Higher  Education  (WICHE)  to  act  as  sponsor  for  a  Regional 
Medical  Program.*  From  this  coalition,  the  Mountain  States  Regional 
Medical  Program  (MSRMP)  was  established. 

*WICHE  is  a  program  which  provides  financial  and  other  assistance  allow- 
ing students  from  states  which  are  without  health  profession  schools  to 
attend  such  schools  in  other  areas. 
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In  November  1966,  an  MSRMP  division  office  was  estab".  ished  in  Great 
Falls,  Montana.  In  its  first  two  years,  MSRMP  directed  its  efforts 
toward  conducting  an  extensive  health  survey  of  the  four  states,  iden- 
tifying the  needs  of  health  care  professionals  and  consumers,  and  deter- 
mining available  health  resources.  As  a  result  of  tliis  activity, 
MSRMP  embarked  on  two  principal  programs.  First,  MS'^MP  established  a 
coronary  care  training  program  for  nurses  and  physicians  from  rural 
areas.  Second,  it  created  the  Montana  Medical  education  and  Research 
Foundation  (MMERF)  to  provide  continuing  education  p;'ograms  for  all 
health  professionals.  MSRMP,  in  conjunction  with  MM,:RF,  was  instru- 
mental in  providing  necessary  educational  opportunities  for  health  care 
professionals  in  Montana.  The  MSRMP  also  funded:  nursing  assessment 
workshops  for  training  nurses  to  identify  the  major  health  problems 
of  patients;  the  development  of  regional  health  training  centers, 
using  Montana's  seven  hospital  districts  as  a  networ<  for  providing 
training  programs,  for  all  hospital  employees;  and  cancer  screening 
programs  which  provided  training  to  physicians  and  nurses  while  screen- 
ing portions  of  the  population  for  cancer.  After  1970,  when  the  scope 
of  the  RMP  legislation  was  expanded,  MSRMP  supported  programs  aimed  at 
improving  emergency  medical  services,  newborn  intensive  care,  and  nurse 
practitioner  training. 

Hi  11 -Burton  Program 

Unlike  the  CHP  and  RMP  programs,  the  history  of  the  -li  11 -Burton  program 
in  Montana  is  quite  extensive  and  considerably  less  controversial.  In 
1948,  the  Montana  State  Board  of  Health  was  designated  as  the  single 
state  agency  for  administration  of  the  Hill-Burton  Program.  The  Con- 
struction Bureau  of  the  Department  of  Health  and  Environmental  Sciences 
was  assigned  the  responsibility  for  flill-Burton.  The  first  recipient 
of  flill-Burton  funds  was  Glacier  County  Memorial  Hospital  in  Cut  Bank, 
Montana,  which  received  $101,404.72.  Since  that  project,  the  Hill- 
Burton  Program  has  provided  over  18  million  dollars  for  hospital  con- 
struction. 

In  1965,  the  Hill-Burton  Program  was  expanded  to  include  the  issuance 
of  grants  for  the  construction  of  long-term  care  (nursing  home) 
facilities  and  modernizing  existing  health  care  facilities.  Hill- 
Burton  agencies  were  required  to  use  new  criteria  (utilization,  popula- 
tion and  occupancy)  in  determining  the  need  for  new  or  remodeled 
facilities.  Each  state  Hill-Burton  agency  was  provided  with  federal 
allotments  to  implement  priority  projects  established  in  the  annual 
State  Plan  for  Hospital  and  Medical  Facilities  Construction. 
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The  State  Health  Planning  and  Development  Agency- 
Functions 


Introduction 

On  December  1,  1976,  the  Division  of  Health  Planning  anc  Resource  Develop- 
ment was  reorganized  in  to  the  Bureau  of  Health  Planning  and  Resource 
Development,  within  the  Division  of  Hospital  and  Medical  Facilities.  The 
Division  also  contains  the  Bureau  of  Licensing  and  Certification  and  the 
Bureau  of  Emergency  Medical  Services.  Placing  all  three  bureaus  within 
the  same  Division,  it  was  felt,  would  enhance  the  coordination  necessary 
to  implement  P.L.  93-641. 

The  Bureau  of  Health  Planning  and  Resource  Development  has  been  designated 
as  the  agency  to  carry  out  the  functions  of  the  State  Health  Planning  and 
Development  Agency  (SHPDA)  and  will  be  referred  to  henceforth  as  the  SHPDA. 

The  responsibilities  of  the  SHPDA  as  set  forth  in  P.L.  93-641  are  summarized 
below  under  the  categories  of  planning,  regulation,  and  resource  develop- 
ment. 


Planning:  Plan  Development 

P.L.  93-641  requires  the  SHPDA  to  prepare  a  preliminary  state  health  plan 
based  on  the  Health  Systems  Plan.  The  State  Health  Plan  will  serve  three 
principal  functions: 

1.  It  serves  as  a  model  to  private  sector  agencies  v/hich  develop  and 
deliver  health  care  services  by  setting  goals  for  all  state  health 
activities. 

2.  It  serves  as  a  basis  of  comparison  for  governmental  agencies  with 
health-related  responsibilities.  Their  operating  plans  will  be 
measured  against  the  Plan  by  the  SHCC  when  it  makes  recommendations 
to  the  Secretary  of  Health,  Education  and  Welfare  on  funding  of 
these  plans. 

3.  It  presents  statewide  needs  and  priorities. 

Since,  in  Montana,  both  the  SHPDA  in  its  SHP  and  the  HSA  in  its  HSP  must 
deal  with  statewide  health  needs,  it  was  felt  that  dupl"''cation  of  cost  and 
effort  could  best  be  avoided  if  the  SHPDA  and  HSA  coordinated  their  plan 
development  activities  from  the  outset. 

A  review  of  SHP  and  HSP  guidelines  showed  there  would  be  major  overlaps 
in  the  SHPDA  and  HSA  plan  development  activities  and  that  those  sections 
or  components  should  be  developed  jointly  by  SHPDA  and  HSA  staff. 

The  staffs  of  both  agencies  are,  therefore,  participating  in  the  drafting 
of  each  of  these  plan  components.  The  SHPDA  is  primari"iy  responsible  for 
drafting  those  components  which  address  state  health  programs,  although 
its  activities  are  not  necessarily  limited  to  these  areas.  In  those  areas 
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where  the  SHPDA  takes  the  leadership,  the  USA  staff  acts  in  a  supportive 
role.  In  general ,  the  USA  staff  is  responsible  for  drafting  components 
dealing  with  the  private  health  sector  and  the  SlIPnA  staff  provides 
support.  All  such  drafts  undergo  a  joint  SIIPDA-IISA  staff  review  to 
assure  that  hoth  agencies  are  satisfied  with  their  content.  (This  process 
of  developing  SHP/IISP  components  will  be  discussed  further  under  USA  plan 
development. ) 

Though  major  portions  of  the  SUP  will  be  developed  jointly  by  the  SIIPHA 
and  USA,  there  are  specific  sections  which  will  be  the  sole  responsibility 
of  the  SHPnA.  These  sections  will  inventory  state  and  federally  funded 
health  programs  in  Montana,  list  and  analyze  state  and  federal  statutes 
which  are  related  to  health,  and  in  general,  cover  the  topic  of  how  state 
government  can  improve  the  health  care  system  in  Montana. 

Planning:  Planning  Coordination  and  Plan  Implementation 

P.L.  93-641  requires  the  SHPDA  to  conduct  the  state's  health  planning 
activities  and  to  implement  those  parts  of  the  State- Health  Plan  and 
Health  Systems  Plan  which  are  related  to  state  government.  Planning 
coordination  is  essential  to  assure  that  program  plans  prepared  by  various 
state  agencies  are  consistent  with  the  goals  and  recommendations  of  the 
State  Health  Plan.  The  SHPDA  is  also  responsible  for  securing  consistency 
for  federal  program  planning  activities,  where  the  SHCC  is  the  planning 
advisory  council . 

The  SHPDA  will  achieve  coordination:  by  participating  in  the  program 
planning  process,  using  the  State  Health  Plan  as  a  base;  reviewing  cate- 
gorical plans  for  consistency  with  the  State  Health  Plan;  providing 
technical  assistance  to  the  HSA  so  ttiat  their  operations  are  consistent 
with  applicable  state  agency  activities;  facilitating  liaison  among  the 
various  relevant  state  agencies;  coordinating  the  analysis  of  data  and 
information  for  nealth  planning;  and  through  cooperatinr  with  affected 
state  program  agencies.  The  latter  will  be  achieved  by  appointing 
liaison  staff  to  program  agencies;  developing  guidelines  based  on  State 
Health  Plan  priorities  for  their  use;  and  reviewing  program  plans  to 
point  out  areas  of  conflict  prior  to  final  plan  adoption.  Liaison  will 
be  maintained  between  the  planning  staff  of  the  SHPDA  and  the  staffs  of  a 
variety  of  state  agencies  including  the  Bureau  of  Addictive  Diseases  and 
the  Bureau  of  Mental  Health  Field  Services  of  the  Department  of  Institu- 
tions, health  related  bureaus  of  the  Department  of  Health  and  Environmental 
Sciences,  and  other  agencies  of  the  State  of  Montana. 

Perhaps  the  most  important  part  of  the  planning  process  is  implementation. 
It  sets  up  mechanisms  for  carrying  out  planning  policies.  Contact  must  be 
established  and  Maintained  with  decision-makers--the  heeds  of  budget 
agencies,  local  government,  professional  associations,  the  state  legis- 
lature, educational  institutions,  other  bureaus  of  the  Department  of  Health 
and  Environmental  Sciences,  and  other  units  of  state  government--to  see  that 
plan  recommendations  are  used  to  the  maximum  feasible  extent  in  allocating 
resources  to  various  program  activities. 
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A  major  emphasis  of  PL  93-641    is  cost  containment,  and  the  bureau's  strong 
implementation  capability  should  enable  the  s^ate  to  cont-ol   costs  while 
assuring  that  services  are  available  and  accessible. 

Planning:     Data  Coordination 

PL  93-641   requires  the  SUPDA  to  coordinate  all   health  datJ  activities  in  the 
state.     In  order  to  successfully  fulfill   this  requirement,  the  SHPDA  has 
entered  into  a  contract  with  the  Bureau  of  Records  and  Statistics  for 
assistance  in  developing  a  health  data  management  system.     This  system  will 
result  in  the  following: 

1.  The  development  and  maintenance  of  an  inventory  of  health  related 
data  available  either  through  referral   to  other  collectors  of 
data  or  through  internally  maintained  files  and  reports. 

2.  The  provision  of  a  clearinghouse  service  for  all  cooperating 
providers  of  health  related  data  and  all  responsible  parties 
who  wish  to  gain  access  to  health  data. 

3.  Contracts  with  the  Cooperative  Health  Statistics  System  (CUSS)   for 
collection  and  storage  of  health  facilities  data  and  health  manpower 
data. 

Regulation:     1122  Review 

Upon  passage  of  Section  1122  of  the  Social   Security  Act,  the  Bureau  of  Health 
Planning  and  Resource  Development  was  made  responsible  for  administration  of 
the  program  in  Montana.     Section     221   of  PL  92-603  declares  Congress'    intent 
that  federal   reimbursement  under  Titles  V,   XVIII,  and  XIX  should  not  be  used 
to  support  institutional   capital   expenditures  unless  such  expenditures  are 
consistent  with  areawide  and  state  health  planning.     Thus,  all   institutions 
which  receive  reimbursement,  and  which    plan  a  capital   expenditure  in  excess 
of  $100,000  or  which  change  service,  or  which  change  bed  capacity,  are  required 
to  submit  their  project  for  review.     The  review  considers  the  degree  to  which 
such  projects  are  consistent  with  relevant  standards,   criteria,  and  plans 
developed  by  the  Bureau  and  the  HSA.     The  Secretary  of  the  Department  of  Health, 
Education  and  Welfare  is  required  to  withhold  the  portion  of  an  institution's 
reimbursement  rate  under  the  three  titles  which  represents  amortization  of  any 
expenditure  not  previously  approved  by  planning  agencies. 

Section  1532  of  PL  93-641    required  a  substantial   revision  of  the  procedures 
and  criteria  used  in  the  conduct  of  those  reviews  and  the  SHPDA,  in  conjunction 
with  the  HSA,  has  revised  its    operations  and  its    agreement  with  the  HSA 
accordingly. 

Regulation:     Certificate  of  Need 

The  large  increase  in  health  care  costs  during  the  past  decade  has  attracted 
attention  at  both  the  state  and  federal   level.     For  fiscal  year  1976  total 
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healtli  care  spending  in  the  U.S.  reached  $139.3  billion,  representing  an 
expenditure  of  %G3B   per  capita.  These  increases  have  been  accompanied  by 
strong  demands  for  public  regulation  of  the  health  care  industry.  Cost 
increases  stem  in  large  part  from  the  creation  of  excess  hospital  and  nur- 
sing home  beds.  The  operation  of  a  hospital  bed,  full  or  empty,  each  year 
costs  an  estimated  one-third  of  its  initial  cost.  Moreover,  the  duplication 
of  special  hospital  units,  such  as  those  for  open  heart  surgery  or  cancer 
eradication,  has  significantly  increased  costs  and  possibly  decreased  the 
quality  of  care. 

In  response  to  these  problems,  Montana  enacted  a  Certificate  of  Need 
Statute,  which  seeks  to  control  the  building  of  new  health  facilities 
or  the  expansion  of  existing  ones  by  wit[iholding  licensure  unless  a  need 
can  be  justified. 

The  Montana  State  Certificate  of  Need  Law  is  authorized  by  Sections  69-5201 
and  69-5212  of  the  Revised  Codes  of  Montana.  The  procedures  used  in 
processing  applications  under  Certificate  of  Need  are  the  same  as  Section 
1122  with  minor  differences  on  the  dates  public  notices  are  published. 

The  purpose  of  the  law  is  to  provide  for  review  and  apprcval  of  capital 
expenditures  incurred  by  health  institutions  on  new  builcing,  modernization 
and  for  changes  in  services.  The  following  excerpt  from  the  law  defines 
just  what  expenditures  are  covered: 

(R)  "Construction"  means  the  erection,  expansion,  remodeling  or  alter- 
ation of  any  new  or  existing  facility,  the  capital  expenciture  for  which 
amounts  to  fifty  thousand  dollars  ($50,000)  or  more  in  ary  twelve  montfi 
period;  or  any  substantial  change  in  services,  or  any  increase  or  decrease 
in  the  number  of  beds  in  excess  of  ten  percent  (10%)  of  the  licensed 
capacity  of  the  facility,  or  in  excess  of  ten  (10)  beds ,~ whichever  is  the 
lesser;  or  any  purchase  of  therapeutic  or  diagnostic  equipment  (excluding 
replacement  of  existing  equipment)  in  any  twelve  month  period,  at  a  cost 
exceeding  two  percent  (2%)  of  the  facility's  total  operating  costs  for  the 
most  recently  completed  fiscal  year  up  to  a  maximum  of  ore  hundred  thousand  dollars 
($100,000),  or  exceeding  ten  thousand  dollars  ($10,000),  whichever  is  larger. 
All  exemptions  from  this  definition  must  nevertheless  be  consistent  with 
the  state  medica'i  facilities  plan  of  the  department." 

Those  facilities  covered  are  hospital  related  facilities  licensed  by  the 
Department  of  Health  and  Environmental  Sciences  to  provide  any  or  all  of 
the  following:  diagnosis;  treatment;  medical  or  nursing  care  or  medically 
related  rehabilitation  services. 

The  penalties  for  failure  to  obtain  prior  approval  of  the  SlIPDA  are  as 
follows: 

1 .  Denial  of  license 

2.  Guilty  of  misdemeanor 

3.  By  a  fine  of  not  less  than  one  thousand  dollars  (SI ,000)  nor  more 
than  ten  thousand  dollars  ($10,000). 
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Regulation:  New  Institutional  Health  Services  Review 

After  considerinq  recommendations  submitted  hy  the  HSA  for  new  institutional 
services,  the  SHPDA  is  required  by  PL  03-C41  to  make  findings  on  the  need 
for  such  services.  No  new  legislation  is  needed  in  Montana  to  perform 
these  reviews  as  they  fall  within  the  scope  of  Certificate  of  Need  and  Section 
1122  reviews.  New  institutional  health  services  reviews  are  presently  being 
coordinated  with  Certificate  of  Need  and  Section  1122  reviews. 

Regulation:  Review  of  Existing  Health  Services 

PL  93-641  requires  that  the  SHPDA  conduct  periodic  reviews  to  determine  the 
appropriateness  of  all  existing  institutional  health  services.  Health 
systems  agencies  are  also  required  to  review  the  appropriateness  of  all 
existing  institutional  health  services  at  least  every  five  years  and  to 
complete  the  first  cycle  of  such  reviews  within  three  years  of  full  designa- 
tion of  the  agency.  The  HSA  will  then  make  recommendations  to  the  SHPDA 
on  the  appropriateness  of  services. 

The  SHPDA  is  required  to  review  all  existing  institutional  health  services 
offered  in  the  state  at  least  every  five  years  and,  after  considering 
recommendations  submitted  by  the  Health  Systems  Agency,  to  "make  public 
its  findings."  The  SHPDA  must  complete  its  findings  on  any  health  service 
on  which  the  HSA  has  made  a  recommendation  within  one  year  of  that  recommen- 
dation. 

The  purpose  of  a  review  for  appropriateness  is  to  find  problems  and  to 
correct  them  through  recommendations.  No  sanction  is  connected  with  this 
function.  The  intent  is  to  have  a  positive  effect  in  melding  the  health 
care  system. 

Resource  Allocation:  State  Medical  Facilities  Plan 

PL  93-641  authorizes  funds  for  health  facilities  construction  and  modern- 
ization grants.  Additional  funds  are  to  be  made  available  for  loans  and 
loan  guarantees  with  interest  subsidies.  The  funds  are  for  projects  to: 

--modernize  medical  facilities 

--construct  new  outpatient  medical  facilities 

—construct  new  inpatient  medical  facilities  in  areas  which  have 

experienced  recent  population  growth  (as  determined  by  HEW);  and, 
--convert  existing  medical  facilities  for  providing  new  health 

services. 

Before  approving  any  projects  for  assistance,  the  SHPDA  must  first  submit 
a  State  Medical  Facilities  Plan  which  has  the  prior  approval  of  the  SHCC 
and  is  also  consistent  with  the  State  Health  Plan.  The  State  Medical 
Facilities  Plan  will  include:  a  list  of  projects  for  which  assistance 
will  be  sought;  the  priorities  for  these  projects;  a  survey  of  the  need 
for  and  proposed  distribution  of  medical  facilities,  facility  beds,  and 
outpatient  facilities;  and  a  report  on  the  extent  to  which  existing 
medical  facilities  need  modernization  or  conversion  to  new  uses. 
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The  law  requires  that  in  setting  priorities,  the  State  Medical  Facilities 
Plan  give  special  consideration  to: 

1.  Projects  for  areas  with  relatively  small  financial  resources  and  for 
rural  communities; 

2.  Modernization  projects  for  densely  populated  areas; 

3.  Outpatient  facilities  for  rural  or  urban  poverty  areas; 

4.  Projects  to  liliminate  or  prevent  safety  hazards  and  noncompliance  with 
licensure  or  accreditation  standards;  and, 

5.  Projects  which  alone  or  in  conjunction  will  provide  comprehensive 
health  care. 

Regulations  for  the  development  of  state  medical  facilities  plans  have  not 
yet  been  issued  by  HEW  nor  has  funding  been  appropriated.  Upon  issuance 
of  regulations,  the  SHPDA  will  proceed  with  the  development  of  the  State 
Medical  Facilities  Plan. 
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The  State  Health  Planning  and  Development  Aqency: 
Organizational  Structure 

Organization  of  the  Bureau  of  Health  Planning  and  Resource  Development 

The  Bureau  is  divided  into  tv;o  units:  a  planning  unit  and  a  resource 
development  unit.  The  Bureau  Chief,  together  with  the  Administrator  of 
the  Division  of  Hospital  and  Medical  Facilities,  is  responsible  for  the 
overall  administrative  direction  of  these  two  units  including  interagency 
coordination. 

Specifically,  the  Bureau  Chief  and  Division  Administrator,  within  broad 
policy  guides  set  by  the  Governor,  the  SHCC,  the  Director  of  the  Depart- 
ment of  Health  and  Environmental  Sciences,  and  the  Legislature,  develop 
and  implement  state  health  planning  policies;  coordinate  the  planning 
and  development  activities  of  the  two  units  in  the  Bureau  with  one  another, 
and  with  other  state  agencies  with  health  and  health-related  program 
responsibilities; 

-provide  direct  staff  and  management  support  to  the  SHCC  and  coordinate 
the  provision  of  staff  services  to  its  authorized  committees; 

■-prepare  such  evaluations  and  reports  as  may  be  required  from  time  to 
time  by  the  Governor  or  the  Secretary  of  the  Department  of  Health  and 
Environmental  Sciences; 

--provide  the  point  of  access  for  the  general  public  to  records  and  data 
relating  to  state  health  planning  and  development  functions; 

—provide  liaison  between  the  state  government  and  public  and  private 
agencies  and  organizations  in  Montana  involved  in  developing  and  offer- 
ing health  services  of  all  types; 

--prepare  an  annual  budget  for  health  planning  and  development  activities 
in  the  state  and  periodically  review  expenditures  for  the  units  in  the 
Bureau  in  accord  with  such  budgets; 

--arrange  for  and  provide  any  required  legal  support  for  appeals  of  deci- 
sions of  the  Bureau;  and, 

—coordinate  all  management  and  support  services  for  the  Bureau  of  Health 
Planning  and  Resource  Development. 

Health  Planning  Unit: 

Generally,  the  Unit  is  responsible  for  the  development  of  the  preliminary 
State  Health  Plan  and  for  the  coordination  of  Bureau  activities  with  those 
of  the  HSA. 

Specifically,  the  unit  provides  staff  assistance  to  the  SHCC  and  its  author- 
ized committees  in  developing,  analyzing,  and  commenting  upon  policy  and 
planning  documents; 

--provides  assistance  to  the  HSA  in  technical  matters  relating  to  procedures 
and  requirements  of  the  SHPDA; 

--serves  as  direct  liaison  between  the  Bureau  and  the  HSA  on  planning  matters; 

--provides  staff  assistance  to  the  SHCC  and  its  committees  in  evaluating  the 
annual  application  and  budget  of  the  HSA; 
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maintains  liaison  between  the  Bureau  and  those  state  agencies  with  health 
and  health-related  responsibilities  which  prepare  plans  subject  to  the 
review  and  approval  of  the  SHCC,  assisting  them  in  matters  of  scheduling, 
format,  etc. ; 

coordinates  activities  of  the  health  planning  and  development  system's 
resources  for  data  collection  and  analysis,  both  inside  and  outside  state 
government;  and, 

.develops,  in  conjunction  with  the  HSA  and  the  SHCC,  necessary  procedures 
and  formats  for  the  Health  Systems  Plan,  the  preliminary  State  Health  Plan, 
and  the  State  Health  Plan. 

Resource  Development  Unit: 

Generally,  the  unit  is  the  focus  for  State  activities  relating  to  health 
resources  development  and  need  determination  for  health  care  facilities 
and  the  services  they  offer. 

Specifically,  the  unit,  in  conjunction  with  the  Health  Planning  Unit, 
develops  the  State  Medical  Facilities  Plan,  and  provides  staff  assistance 
to  the  SHCC  and  appropriate  committees  in  carrying  out  mandatory  functions 
related  to  that  plan; 

-reviews  all  applications  for  facilities  construction  and  assistance  under 
Title  XVI  and  provides  recommendations  for  state  decisions  on  such  projects 
for  consideration  by  the  Secretary; 

-develops  administrative  procedures,  legislation,  rules,  standards,  and 
criteria  required  for  need  determination  activities  (review  of  new  insti- 
tutional health  services,  certificate  of  need,  and  appropriateness  review), 
and  provides  aoministrative  support  for  these  mandatory  activities; 

-provides  technical  assistance  to  the  HSA  in  areas  related  to  state  level 
plan  development  and  needs  determination; 

-coordinates  the  development  of  standards  and  criteria  to  be  used  by  the 
Bureau  in  deciding  on  the  need  for  various  classes  of  health  facilities 
with  the  HSA's  activities  in  the  same  field;  and, 

-monitors  the  review  of  project  proposals  so  that  all  SHPDA  procedures  are 
followed  and  all  deadlines  met. 
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The  State  Health  Planning  and  Development  Agency: 
Relationship  to  the  SHCC 


Introduction 

In  defining  the  functions  of  the  SHPDA  and  the  SHCC,  PL  93-G41  has  usually 
required  complementary  functions.  In  addition,  PL  93-641  requires  the 
SHCC  to  advis^^  the  SHPDA  generally  in  its  work  and  the  SHPDA  to  assist 
the  SHCC  in  theirs. 

Shared  Functions 

The  SHPDA  will  perform  or  conduct  state  health  planning  activities  and 
implement  those  parts  of  the  SHP  and  HSP  that  deal  with  the  government 
of  the  state,  but  the  SHCC  is  also  an  active  coordinator.  It  must  review 
and  coordinate  planning  efforts  of  the  state  and  HSA  t.y  assisting  in  the 
establishment  for  plans,  including  the  SHP  and  AIP.  /.nother  joint  res- 
ponsibility of  the  SHCC  and  SHPDA  is  in  the  formulation  of  statewide  needs 
and  prioritie.*.  Federal  guidelines  require  that  the  '<HCC  has  final  res- 
ponsibility fijr  adoption  of  statewide  needs  and  prior- ties.  While  the 
SHPDA  works  with  the  HSA  to  coordinate  plan  development,  the  SHCC  reviews 
the  HSP  and  AIP  and  reports  its  findings  to  HEW.  In  addition,  the  SMPDA 
works  with  health-related  agencies  in  an  effort  to  coordinate  program 
plan  development  with  the  development  of  the  SHP  and  the  SHCC  reviews  and 
approves  or  disapproves  those  plans. 

The  development  of  the  State  Health  Plan  is  another  joint  venture.  The 
preliminary  state  health  plan  is  developed  by  the  SHPDA,  while  the  final 
state  plan  is  the  responsibility  of  the  SHCC.  A  simi'ar  relationship 
exists  in  the  development  of  the  State  Medical  Facilities  Plan,  which  is 
developed  by  the  SHPDA  but  approved  by  the  SHCC. 

While  the  law  does  not  specifically  address  the  relationship  between  the 
SHPDA's  regulatory  functions  and  the  functions  of  the  SHCC,  the  activi- 
ties of  the  SHCC  do  have  an  effect  on  regulatory  activities.  The  major 
device  for  achieving  coordination  is  the  planning  process  which  is  built 
upon  the  Health  Systems  Plan,  the  Annual  Implementation  Plan,  and  the 
State  Health  Plan.  The  HSP  is  the  basis  for  the  development  of  the  State 
Health  Plan.  As  discussed  previously,  the  SHCC  coordinates  and  shapes 
the  development  cf  these  documents.  The  plans  provide  a  basis  for  the 
criteria  used  in  regulation  of  the  health  industry. 

Administrative  Support  to  the  SHCC 

A  major  responsibility  of  the  SHPDA  is  to  provide  support  to  the  SHCC, 
its  advisory  council.  The  SHPDA  will  be  the  sole  source  of  staff  and 
technical  and  program  assistance  to  the  SHCC.  Staff  of  the  SHPDA  will 
be  assigned  responsibility  for  assisting  the  SHCC  and  its  committees  in 
every  aspect  of  their  work  as  outlined  in  PL  93-641.  Assistance  provided 
to  the  SHCC  will  include  the  following  types  of  activities: 
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Staffing  of  the  SIICC.  The  administrator  of  the  Division  and  the 
Bureau  CFnef  will  be  responsible  for  developinci  aporopriate  staffing 
patterns  and  supervising  all  staff  assistance  to  t.ie  SHCC.  SIIPUA  staff 
will  provide  direct  assistance  to  the  SHCC  and  its  coniniittees  in  schedul- 
ing, organizing,  planning,  executing,  and  following  up  on  meetings  of 
the  SHCC  and  such  committees  of  the  SHCC  as  are  authorized  to  receive 
staff  assistance.  Staff  support  will  include  such  activities  as: 
developing  aqondas  and  preparing  supporting  materials;  attending 
meetings  for  technical  advice  and  assistance  to  the  SHCC  or  committees; 
maintaining  required  minutes  or  proceedings  of  meetings;  drafting 
necessary  olan  documents,  reports,  and  other  materials  resulting  from 
SHCC  or  committee  activities;  and  other  appropriata  duties  approved 
by  the  Division  Administrator  and  Bureau  Chief. 

Fiscal  and  Travel  Support.  All  expenses  incidental  to  the  SflCC's 
operations  will  be  assumed  within  the  budget  for  the  SHPDA.  For 
the  most  part,  StICC  expenses  will  involve  staff  tine  and  materials, 
travel  and  meeting  expenses,  mailing  costs,  and  training  and  orienta- 
tion costs.  SflPDA  staff  will  assist  SHCC  members  in  making  necessary 
arrangements  for  all  travel  that  is  connected  with  their  service  on 
the  SflCC.  This  will  include  travel  for  meetings,  site  visits,  and 
related  activities.  SHPDA  staff  will  receive  and  process  travel 
reimbursement  requests  and  will  maintain  all  required  records.  The 
SHPDA  will,  within  the  limits  of  the  amounts  allocated  for  SHCC  travel 
in  the  budget  and  consistent  with  State  of  Montana  travel  regulations, 
reimburse  SHCC  members  for  their  transportation  costs  and  subsistence 
while  on  authorized  business. 

Information  services.  The  SHPDA  will,  through  periodic  or  special- 
ized  mailings,  provide  current  information  on  state  and  national 
health  developments,  which  are  related  to  the  SHCC  and  its  committees' 
activities  and  which  will  assist  them  in  performing  in  an  informed 
and  effective  fashion. 

Training  and  orientation.  The  SHPDA  will  orient  members  of  the  SHCC 
and  its  committees  on  tFeir  tasks  and  functions,  on  the  health  plan- 
ning and  development  process  in  the  state  generally,  and  on  the  admin- 
istrative matters  affecting  SHCC  activities.  To  facilitate  this  orienta- 
tion, the  SHPDA  has  developed  this  SHCC  handbook,  describing  all  phases 
of  the  state's  health  planning  process  and  focusing  on  the  SHCC's  role. 
The  SHPDA  will  also  provide,  through  assistance  from  the  regional  cen- 
ter for  health  planning,  other  appropriate  training  experiences  for 
SHCC  members. 
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The  lloalth  Systenis  Anoncy:  Functions 

In  an  attoript  to  provide  tlie  spocifiritv  and  promote  tfio  consistency  for  IISAs 
'jhich  their  predf>cessor  aqencics  had  lacked,  Connross  prrvided  a  qreat  deal  of 
information  in  PI  'H-d/'l  ronardinq  (Ik^  h(Mlth  systems  a(UTicv  and  its  funcMons. 
In  addition  to  th(~  lan(iua(ie  in  th(>  '^ct  ,  ronnress  orovidi^i  the  (Opportunity  to 
Lhi>  nep.irtiiient  of  Health,  Iducation  and  IJelfare  to  nroyide  sul)st<int  ial  .wldition- 
al  r(MiulaLions  and  nuidelinns  d(?finin(i  further  tlie  rolo  and  functions  of  Iiealth 
systeiDS  anencies.  Perhaps  the  most  concise  dt^scrintion  of  the  Connressional 
concent  of  the  functions  of  the  health  svsteins  anencies  is  found  in  the  report 
of  the  House  Coninittee  on  Interstate  and  Foreiqn  Commerce ,  which  states: 

"Health  systers  aoencies  are  to  !iave  as  their  qoals  the  irinrovonent  of 
the  health  of  t-esidents  of  tlieir  health  service  arers  ,  increasinn  the  acces- 
sihility,  acceptalnlity ,  continuity  and  qualitv  of  the  health  services  pro- 
vided in  the  area,  and  restraininn  increases  in  the  costs  of  the  area's 
health  services.  They  are  to  prepare  both  long-ranre  health  svstems  plans 
and  short-ranqe  annual  implementation  plans  v/hich  will  achieve  these  qoals 
and  then  specific  action  plans  for  particular  nroqrc-ns  and  projects  needed 
to  implement  the  plans.  The  agencies  are   qiven  specific  responsibility 
for  the  implementation  of  their  plans  and  the  authority  to  do  such  iriple- 
mentation  throuqh  the  use  of  their  own  skills  in  assistino  others,  throuqh 
financial  assistance  from  area  health  services  develofnicnt  funds  made  avail- 
able l)v  tlie  federal  noverninent  and  tlirounh  a  variety  of  review  activities 
v/ith  respect  to  proposed  channes  in  the  area's  health  system  intended  to 
<livc  the  HSA  influence  over  the  allocation  of  resources  within  the  community. 

The  Conqressiona]  intent  here  is  clearly  that  of  creatinr;  anencies  vdiich  have 
tiie  resnonsifn"litv  to  plan  effectively  and  the  authority  to  help  implement  those 
plans. 

For  purnoses  of  this  summary,  the  functions  of  the  health  systems  agency  may  be 
organized  into  three  specific  areas:  Planning  functions,  HeveloDmental  functions 
and  Regulatory  activities. 

'Planning  Functio ris_ 

If  there  is  a  structural  level  under  PL  93-641  in  which  the  main  emnhasis  is 
the  planning  function,  that  level  is  the  health  systems  agency.  The  planninq 
functions  of  a  health  systems  agency  fall  into  three  main  areas: 

1.  assembles  and  analyzes  data  on  health  status  and  healtli  programs  in 
its  area; 

2.  prepares  and  publishes  a  health  systems  plan  (HSP)  and  an  annual  simple- 
mentation  plan  (AIP)  for  its  area;  and 

3.  coordinates  its  activities  with  other  nlanninq  bodies  in  the  area. 
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While?  PI.  fiO-y'lo  failod  to  oven  mention  tho  use  of  health  data  by   planninc)  aqencies 
at  any  level.  Pi.  n:j-(i41  requires:  that  an  USA  maintain  staff  with  expertise  in 
data;  tliat  the  USA  base  both  its  lISP  and  AIP  on  specific  data;  that  data  be  divided 
into  the  areas  of  both  health  status  and  health  systems  information;  and  that  to 
the  extent  possible  the  USA  utilize  already  existent  data,  rather  than  collectimj 
its  own.  In  order  to  accomplish  this  last  task,  health  systems  aqencies  must  es- 
tablisli  working  realtionships  with  the  Cooperative  Health  Statistics  System  within 
their  state.  In  Montana  this  has  been  done  by  the  MSA's  participation  in  the 
SilPDA  health  data  management  system. 

The  plan  develop:^ent  function  is  the  key  function  for  health  systems  agencies  under 
PL  93-641.  Two  specific  major  plan  documents  are  required  of  each  health  systems 
agency  under  the  Act,  a  health  systems  plan  (HSP)  and  an  annual  implementation  plan 
(AIP).  In  addition  to  the  Act  itself,  both  regulations  and  guidelines  issued  by 
the  Department  of  Health,  Education  and  Welfare  have  further  specified  requirements 
for  both  the  plan  development  process  and  the  plan  products.  Two  sets  of  HEW-is- 
sued  guidelines  are  most  pertinent  to  tfie  plan  development  process:  "national 
Guidelines  for  Health  Planning"  and  "Guidelines  Concerning  the  Development  of 
Health  Systems  Plans  and  Annual  Implementation  Plans."  In  order  to  assure  a  level 
of  continuity  in  tiio  planning  efforts  of  HSAs,  the  agencies  must  not  only  use  the 
guidelines  mentioned  above,  but  they  must  also  relate  their  planning  to  national 

priorities  (10)  established  in  the  Act  and  to  statements  of  statewide  health  neecj 

established  by  the  state  agencies.  In  addition,  the  SHPDA  in  Montana  in  cooperatTor| 
with  tho  HSA  has  established  jointly  a  common  format  for  the  health  systems  plan  I 
and  the  state  health  plan;  under  PL  93-641  the  SHCC  has  the  responsibility  to 
approve  this  common  plan  format  for  use  at  both  the  HSA  and  state  levels.  The 
two  major  planning  documents  established  by  the  health  systems  agency  differ  in 
that  that  health  systems  plan  is  to  be  a  broad  statement  of  health  status  and 
health  system  goals  for  the  health  service  area  over  a  long-range  period  of  time 
(five  years),  while  the  annual  implementation  plan  is  tc  be  a  one  year,  immediate, 
action-based  document  expressing  the  agency's  and  the  community's  activities  for 
a  one  year  period  of  implementing  the  goals  in  the  HSP. 

As  the  health  planning  system  grows  more  complex,  so  too  do  other  planning  and 
regulatory  functions  of  a  related  nature.  In  order  to  coordinate  these  varied 
functions,  P.L.  93-641  specifies  that  health  systems  agencies  must  coordinate 
their  activities  with  other  planning  bodies  in  the  area.  These  include  Professional 
Standards  Review  Organizations,  Regional  Planning  Commissions,  Councils  of  Govern- 
ments, human  service  planning  projects  and  other  planning  bodies. 

Developmental  Functions 

The  developmental  functions  of  health  systems  agencies  combine  those  areas  which 
aim  toward  the  implementation  of  plans  and  naturally  relate  to  the  HSA's  planning 
functions,  and  some  developmental  functions  previously  under  Regional  Medical 
Programs.  There  are  four  basic  developmental  functions  for  health  systems  agencies: 

1.  develops  specific  activities  and  projects  which  support  plans; 

2.  implements  plans  through  technical  assistance  and  through  developmental 
grants  to  community  agencies; 
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J.      rovir'ws   -iiid  '"ipprnvcjs  each   u'".o   of   fpdoral    funds    in   its   iwoa  v/'iich 
S'jMOort  tho  (•*ovrlo:)r!i.M"it  of  ho,"' 1th   resources   oiui   services   in    the 
.TO a;   and 

-^ .      rtTdiiii'HMuls   hiMl  th   facilities   nro.ji^cts   to   th<.'   '..tati>    for   funditin. 

The   first  devoloni icntal   function  refers  to  the  fact  that,  even  though  an  MSA 
niist  develoi^  two  hasic  plan  documents    (the  llSP  and  t!ie   "IP),   it  is  expected 
that  each  l!SA  v-'ill    develop  additional    sul'plans  or  portior.s  of  its   ''IP  v^'hicli 
relate  to  specific  implementation  activities   in  projects  which  are  consistent 
with   the  HS"'s  plan  documents.      In  addition,   tfie  I'SA  is   to  implement  its 
plans   tiirouqh  technical   assistance  to  cominunitv  ancncies   and  organizations 
throunli  !)oth   its  staff  and  volunteers,   and  eventually  throunh   the  use  of  an 
Area  Health  Services  Dovclopiiient  Fund,   a  separate  developmental    fund  estab- 
lished in  each  USA   for  its   use  to  encourage  community  agercies  and  organiza- 
tions to  plan  and  develop  projects  which  promote  the   implementation  of  the 
MSA's  plan  documents.     Only  fully-desinnated  HSAs  will   have  Area  Health  Ser- 
vices  Pevelopment  Funds.     To  date  no  appropriation  of  federal    funds   for  this 
purpose  has   been  made.      In   the   future,  when  an  MSA  becomes   fully  designated 
and  eventually  establishes   this   fund  by  HFW  support,   the  agency  will    utilize 
tliese  funds   in  much  the  same  manner  that  Regional   fledical   Programs  did,  but 
\/ith  [)articular  emphasis  on  initial   planning  and  project  development  grants 
as  opposed  to  any  on-going  service  nrants. 

As   further  evidence  of  the  fongrcssional    intent   to  establish  agencies  with 
authority  over  the  use  of  health   resources   in  its  health  service  area,   eacii 
Ileal  til  systems  agency  must  review  and  approve  each  use  of  federal   funds   in 
its   health  service  area.     They  are  to  do  this  activity  ir  a  manner  which   is 
consistent  with  both   their  health  systems  plan  and  annual    implementation  plan. 
^'Ihile  the  state  health  planninc  and  development  anencv  hcS   the  previous  Mill- 
purton   function  of  fundinq  health   facilities   construction  and  modernization 
projects,   the  IISA  has  a  developmental    role  in   recommending  which  health  fa- 
cilities projects   are  appropriate  for  such   fundino.     This   latter  function   is 
further  indication  of  the  emphasis  on   interrelatinn  the  functions   and  struc- 
tural   levels  of  health  planning  under  PL  93-6'il . 

Penulatory  Activities 

Even  though  the  state  health  planning  and  development  aeency   is  clearly   the 
renulatory  agency  under  PL  93-641,   the  ^^ct  has   tied  in  iiealth  systems  agencies 
to  these  reeulatory  activities  by  providinn  for  a   review  and  conimont  responsi- 
bility to  the  state   regulatory  agency  on  proposals  whicli  arc  subject  to  reciu- 
lation.     These  review  and  comment,   regulatory  activities  arc}   in   two  important 
areas : 

1.      reviews   and  comments   to  state   renulatory  anencies   on  all    capital 
expenditure  and  new  service  orojects   in  area   institutions,   and 

Z.     noriodical ly   reviews  and  conments  on  appropriateness  of  all    insti- 
tutional   health  services   offered  in  the  healtii  service  area. 
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Tliis  first  renulatorv  activity  ties  tfie  health  systeiis  arency  by  review  and 
comment  function  net  onlv  to  the  capital  exDenrliture  reviews  conclucteii  Iw 
the  state  aciency  for  some  time  under  tl:e  Social  S(;curity  Amendments,  Section 
11;':'  reviews,  t'ut  also  ties  tlie  health  systems  a<iencv  to  the  certificate  of 
niMNl  proiirani  wfhch  functions  in  the  state.  The  latter  review  activity,  while 
it  is  lackinq  in  sanctions,  allows  each  USA  to  comment  periodically  on  the  ap- 
propriateness of  any  institutional  healtli  services  in  their  area.  This  re- 
view and  comment  may  potentially  serve  as  a  very  useful  tool,  when  used  pu- 
blicly, at  encouraqinq  or  discouraqino  institutional  health  services  already 
in  existence  which  are  not  subject  to  other  forms  of  review.  The  USA's  ability 
to  base  these  reviews  and  comments  on  sound  information  in  their  lisr  or  AIP, 
and  to  publicize  their  findings  appropriately,  may  ^^ery   well  influence  the  de- 
velopment of  the  fiealth  system  and  its  institutional  health  services. 

Two  thinns  are  wortli  noting  after  this  very  brief  review  of  tISA  functions. 
First,  PL  93-641  has  placed  a  great  deal  of  emphasis  on  the  interrelationshin 
of  planning,  developmental  and  regulatory  functions  within  the  USA.  Develop- 
mental and  regulatory  decisions  must  be  based  uoon  plan  cocuments,  «7hich  must 
in  turn  be  based  on  sound  data  on  both  health  status  and  healtfi  systems,  and 
which  must  be  coordinated  with  other  nlanning  and  health-related  organizations 
and  institutions.  Secondly,  it  is  worth  noting  that  many  functions  at  the 
USA  level  relate  very  specifically  to  other  functions  at  the  level  of  the 
SHPDA  and  the  SHCC.  The  Act  attempts,  wherever  possible.,  to  provide  for  this 
strong  coordination  of  all  functions  from  one  structural  level  to  another. 
Since  the  statewide  health  coordinatino  council  is  frequently  responsible  for 
this  coordination  of  structural  elements  between  the  MSA  level  and  the  state 
agency  level,  it  is  important  for  SlICC  members  to  be  especially  aware  of  the 
Act's  qoals  in  tfiese  areas. 
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state  of  ''ontana 
Slice  I'andbook 
Section  V-H 


The  Ileal th  Svstems  Aqency:  Orqanizational  structure 


Introiliict  ion 


In  order  to  carry  out  the  functions  of  a  health  systeiis  aqencv,  PI-  '^3-041 
specifies  a  coiiplex  structural  svsteri  for  the  aqencies.  There  are  a  nunl^er 
of  ornanizational  options  for  the  dasic  structure  of  an  IS''  (i.e.,  corporato- 
leoal  structure);  ho\,'ever,  once  this  hasic  structure  has  been  determined  the 
Lav/  is  very  specific  in  its  description  of  the  noverning  body,  its  nembership 
and  structure,  and  staffinq  for  the  aqency.  The  most  basic  description  of  an 
I'S.'^'s  orqanizational  structure  is  found  in  its  definition.  The  health  systens 
aqencv  is  a  public  aqency,  or  a  private  non-profit  aqency,  with  a  consumer  ma- 
jority board  or  advisory  body  which  carries  out  the  functions  mandated  for  it 
by  the  Act  in  a  defined  qeoqraphic  area,   the  health  service  area.  The  struc- 
tural options  for  a  health  systems  ancncy  are  threefold: 

1.  a  non-profit  private  corporation--which  is  not  part  of  anv  larqer 
corporation  or  other  leqal  entity;  qoverned  by  a  board  of  directors, 
the  majority  of  vhose  members  must  bo.   consumers; 

2.  a  public  reuional  nlannina  body--whose  planninq  area  is  identical  to 
the  health  service  area;  which  shall  have  a  qoverninq  body  for  health 
planninq,  or 

3.  a  sinqle  unit  of  general  local  governr;ient--whose  area  of  jurisdiction 
is  identical  to  the  health  service  area. 

I'ith  nearly  all  healtii  systems  agencies  conditionally-designated  for  the  just 
over  20S)  health  service  areas,  well  over  85/o  fall  into  the  first  category  of 
a  non-profit  private  corporation,  reflecting  the  influence  of  the  predecessor 
agencies  of  which  75?'  were  the  non-profit  private  type. 

This  is  also  the  case  in  Montana  where  the  HSA  elected  to  form  under  a  non- 
profit private  corporate  structure.  All  five  previous  314(b)  agencies  serving 
'lontana  under  CHP  were  also  of  this  corporate  structure. 

The  health  systems  agency  must  maintain  a  professional  staff  of  not  less  than 
five  individuals  with  expertise  in  the  areas  of:  administration,  the  gather- 
ing and  analysis  of  data,  health  planning,  and  the  development  and  use  of 
health  resources.  The  staff  of  the  orqanization  are   \;holly  responsible  to 
the  governing  body,  the  decision-making  authority  of  the  HSA.   It  is  relative 
to  the  governing  body  of  an  HSA  that  both  Congress  and  IITW  have  been  most 
specific  in  their  descrintion  of  the  MSA's  organizational  structure. 


The  Governing  Body 

The  responsibility  for  implementing  PL  93-641  within  a  health  service  area  be- 
longs to  the  governino  t^ody  of  the  health  systems  agency.  Technically  and  le- 
gally the  governing  body  is  the  HSA.  Each  HSA  is  to  have  a  governing  body  for 

33 


} 


health  planning  alone.  In  the  case  of  a  non-profit  private  corporation,  only 
one  qoverninq  body  exists  and  it  is,  therefore,  the  governinq  body  for  health 
planning.  In  the  case  of  a  public  regional  planning  body  or  a  single  unit  of 
general  local  government,  a  separate  governing  body  must  l)e  estalilished  for 
health  planning  purposes.  The  governing  body,  or  board  of  directors,  must 
number  between  10  and  30  individuals,  except  that  its  size  may  exceed  30,  if  an 
executive  committee  of  not  more  than  25  members  has  been  established  and  delegated 
the  necessary  authority  to  function  on  behalf  of  the  governinc  body.  In  this 
latter  case,  the  authority  for  approval  of  a  health  systems  plan,  the  major, 
long-range  goal  plan  of  an  HSA,  is  reserved  for  the  larger  governing  body. 

The  governing  body  of  an  HSA  is  responsible  for  all  internal  affairs  of  the 
agency,  including  those  matters  relating  to  staff,  budget,  procedures,  and 
all  decisions  made  on  behalf  of  the  agency  as  a  whole.  The  governing  body  is 
directly  responsible  for  the  establishment  of  both  the  health  systems  plan  and 
the  annual  implementation  plan  of  the  1I5A.  In  addition,  the  roverning  body  is 
responsible  for  all  review  and  comment  or  review  and  approval  or  disapproval  of 
decisions  of  the  agency.  It  must  meet  a  minimum  of  six  times  each  year,  includ- 
ing at  least  once  each  quarter,  and  all  such  meetings  shall  be  conducted  in 
public  with  both  adequate  notice  of  meetings  and  adequate  records  of  proceedings. 
All  actions  of  the  governing  body  and  of  its  committees  shall  be  by  vote  of  a 
majority  of  members  present;  a  quorum  of  not  less  than  1/2  of  its  members  is 
required  for  action. 

The  Congress  felt  very  strongly  that  the  HSA  must  be  accountable  to  its  con- 
stituency, i.e.,  the  residents  of  its  health  service  area.  In  order  to  achieve 
this  accountability,  the  governing  body  of  an  tISA  must  be  truly  representative 
of  the  health  service  area.  The  composition  of  the  governing  body  must,  there- 
fore, reflect  the  makeup  of  the  health  service  area's  population.  A  majority 
of  its  members,  but  not  more  than  60%,  must  be  consumer  representatives  of  the 
health  service  area,  reflecting  broadly  "the  social,  economic,  linguistic  and 
racial  populations,  geographic  areas  of  the  health  service  area,  and  major 
purchasers  of  health  care."  The  remaining  members  of  the  HSA's  governing  body 
must  be  provider  representatives  of  the  health  service  area,  reflecting  repre- 
sentation from  five  basic  categories: 

1.  "physicians  (particularly  practicing  physicians),  dentists,  nurses, 
and  other  health  professionals;" 

2.  health  care  institutions; 

3.  health  care  insurers; 

4.  health  professional  schools;  and 

5.  the  allied  health  professions. 

At  least  1/3  of  these  provider  members  of  the  governing  body  must  be  involved 
in  the  direct  delivery  of  health  care  services  to  the  communi-^y.  In  addition 
to  the  basic  considerations  of  consumer  and  provider  represen':ation,  the  Act 
specifies  that  the  governing  body's  representation  should  ref'iect  some  repre- 
sentation of  public  elected  officials,  representatives  of  other  governmental 
authorities,  public  and  private  agencies  concerned  with  health,  a  percentage 
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of  individuals  who  reside  in  nonmetropol itan  areas  which  is  respresentative  of 
the  population  in  nonmetropol itan  areas,  and  a  representative  of  the  Veterans' 
Administration,  if  such  an  institution  exists  within  the  health  service  area. 

Clearly,  the  Congress  felt  that  one  important  method  of  achieving  and  maintain- 
ing accountability  to  the  community,  i.e.,  the  residents  of  a  health  service 
area,  was  through  insisting  upon  strict  representation  of  that  community  on  the 
governing  body  of  the  MSA,  Regulations  developed  by  the  Secretary  of  HEW  spell 
out  even  further  the  method  for  selecting,  operation  of,  and  responsibilities  of 
the  HSA's  governing  body.  The  intent  of  Congress  in  this  aree  is  even  more  clear, 
in  view  of  the  fact  that  none  of  these  requirements  were  specified  under  the 
previous  health  planning  law.  The  importance  of  the  governinr;  body,  both  its 
representation  and  its  decisions,  cannot  therefore  be  over-emphasized. 

HSA  Organization  in  Montana 

The  USA  in  Montana  has  a  forty-two  member  governing  board,  served  by  an  eight- 
een member  executive  committee.  As  noted  earlier,  the  members  of  the  execu- 
tive committee  also  serve  as  the  SIICC. 

In  addition  to  the  governing  board  and  executive  committee,  th.e  USA  also  has 
five  subarea  advisory  councils  which  are  utilized  for  local  input  for  the 
planning,  developmental  and  regulatory  processes. 
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mor.sary  of  Ileal  tii   rianninri  Tonns 


Tlii''.   I'lossarv  an^l   accoiipany  inc    list  of  allTOviations   and  acronviv,   'uiyo 
!'(\>ii   ivKtrartoi'    larqclv    from   '"    Hi  ".curs  i  vo   '^ictionarv  of  MimHIi   Cat'o' 
(Icl'i-u.irv   1'''7:  )   'ironarod  i'V   tho  staff  of   t'lo  '"ul'Coinni  ttoc  on  'Icalth   and 
!  Dvi  roiii'iMit   of    tlif'   '"iinini  ttec.>  on    1  iitors  l,i ti'   r\n'i   rori'inn   roini,i(>rc(    -   I'.S. 
Iloiisi^  of  ''o;n'osontati  vc'S .      Tlirso  dofinitions   licivt>    frociuoiitl  v  !.('0n  iiodi- 
fiod.   and   a-'i'Mtional    torris   havo  i'Qou  dt>finiv1,   '■.y   tht-  'vllP'V'\    in  ordi.'r  to 
adcnf    ( !)(>  olo-,sar>'    for  inMl  L;i   plannino   uso. 


ACCid'TAi'.ILITY   -    ''.n   iniji  vi  final  '  s    (or  erouo's)    ovfM-all    asscssi'nnt  of  nodi- 
cal   can^   ivaila'lc   to  him.      Tho   individual    a;iDraiscs   siic'i   t'linqs   as 
t'le  cost,   onality,   results,   and  convonionce  of  caro,   and  prondor 
attitudos   in   dpternininn   the  accontal.i  li  ty  of  health   services  [)ro- 
vidc'^.      "^n-?  also   'access'    and    'avai  lal  i  1  ity" . 


HTr 


In   individual 


.or 


;rouns'    al'ilitv   to  o!  tain  nodical    care. 


ci'ss   I'.a'.   (•■''^o'lranliic,    financial,   socicil.   otfin.ic  and   osvcdic  cor"Hinents 
,^n(\   is    1,'ius   vorv  difficult   to  define  and  neasuro  operationally,      "'any 
rov^M-ir  i.Mil    hoaltfi   nroi-raris   'lavo  as    tlii^ir  "oal    iiiJirnvinc   access   to  care 
fcir  sM.M-iric  orou'v;   or  oiHiitv   of  acci'SS    in   the  wliolo   po'iu"  nl:ion .      V- 
cos  ;    i  ■•.   jIso  a    function   o^   t!it^  ava  i  la'ii  1  i  ty   nf  health  services,    and 
Mioir 


jIso   a 


1  tv. 


'n    'MMCtico,    ,10 re 


avai  lal)  il  i  tv   or.il   ■iccoi'tal  il  ■ 


ity, 

IH'On^ 


■..](■ 


(A 


^lloctivi'lv   d.,\icrilM^   tlic    Miini",   vhich  ditorrr'no   t!ic   care 


are   very   nai'd    to   (!i  f  feron  t  ia  L(^ 


'i;i  IMT'^Tind   -   The  process   hv  \.'hicli   an   acencv  or  ortian  i  zation   evaluates 
and   roconni.Tos   a  propran  of  study   or  an    institution   as  noetin'i   ccM-tain 
ore 'ctrnnined   standards.      Tl,c   reccunition    is   called   accreditation. 
Finilar  assessi.ient  of   inc'i viduals    is   called  certification.      Standards 


are   usually 


od.y . 


vf- 


iofinet'   in   torus   of:      physical   nlant,   novernine 

.  iModical   and  other  staff, 
services.     ,'"ccre''^i  tation    is   usually  Miven  by  a   private  oraanization 
created  for  t;ie  nurnos(^  of  assurimi   tliC  pui.lic  of  the  oua'iitv  of  the 
accredited   (such  as   tiie  doint  ronnission  0!i  .'Accreditation  of  i'osnitals). 
'Accreditation   standards  and   individual    :ior foriiance  \i':;i   resnect  to  such 
standard'"   ,\re  not  ali/avs   availahlo   to   t;ie  ouiilic.      In.   sor;e  situations 
pul.lic  'lovernnents   recocmize  accreditation   in   lieu  of,   accent  it  as   the 
basis   of,   or  renuire   it  as   a   condition  of  licensure.      Pub'ic  or  nri- 
vate  'lavnont  Dro<;raiis   often   reouire  accreditation  as   a  condition  of 
naynent    for  covered  services.      'Accreditation  i:iav  eitiier  '■('  ;)eri:ianent 


once  oi'.'.iinc.'d  or    for  a   soccified   oeriod 


(i; 


tii:i(}.      bnl  W.c  a    1  icf-nse  , 


accr(>,!i  tation   is   not  a   condition  of   larful    oractice  '.  lit   is    intended 
as   an    indication   oT  .hitdi  nuality   practicr',    altliounl;  wfiere  payiietit    is 
effectively  conditioned  on  ,\ccredi  tatiofi    it  iiav  have    tiie  sane  effect. 


36 


) 


■iiMii'ii''        \i     Mr'-":;:")!     (ir.uiliv    (.M-uMn    l('tv;iMMi    Ire   nr  iiort     niiiiT 

\.IM'      i  Ili'iMi'll':'!!  t      IM'n'M'.Mi',     nr      i  I  id  i  V  I  ' 'l  M  I  ■ .     \,l!i*!l     >  li '  i' i  I  li '  ■>     lun.       I.ll'v    \rill 

)'•  1 .1 1  r    1  'I   1,1  I'll    111  !irr .       '* !  •  i  1  i  .1 1  i  (111    .inrri'!  km;  t  ■,    i  ;<iv    '.|u'(  i  f  v  :    Mrm  c.  luri". 
inr    i\- 1 1'lT  I  in'    or    i  r.iir. '  I'lTi  m:    'mIJiMiI.'.    I  i-ni  i   niic    .'.uililv    tc;     imit.'jiM- , 
jiiiiit     !,u.ulL\    .uiii/or  ii(\lu.il    ■■.I.ifl    .ipiMi  iit.i  lmi  (■.  ,    liMi'iiiir    ri'l  .1 1  iinis'i  i'm',  ; 
\i!,iriMii   cif    r'M:nril-'.   er  MM-vii:(^'.     or  uriivi'.ioii  of   consul  taLion  between  pro- 
iitMin..      '>o   also    'i  t  fi  1  if- U'l!   'inspital. 

"LLlf"    IPI.TI'  PT'^^'OTILl   -   Sneciallv   trainoci  and   liccnsoit   ('.'lion  nocessarv) 

'ioalt!i  "orkors   other  than   pfivsi  ci  ans ,   cicntists,   po'iiatrists   and.  nurses. 
T;'c  ten:  has   no  constant  or  aoroed  unon   dctailod  noaniiin   -    soirotiiros 
hoinn  usc?^  svnonvr:ouslv  './ith  nara-r'odical    personnol  ,   soiiiotinies  i.ioaninri 
all    hoalth  vorl'ors  ■■/tin  perforn  tasks  v.'hi'ch  r^ust  otherwise  be   perforned 
I'V  a   nlr'sician,   and  sonetii^'GS   reforrinr   to   healtii  workers  '.'!io  do  not 
iisuallv   rMioaoo   in   indonendent  [iracticc. 

ir:;'.|'[  Ajopv   r  Apr   _    '\]]    t"'H"^s   o-f  hoaltii   S(!rvict^s  whicii   .ire  'iroviJ.H!   on   an  out- 
naticnt  i'asis,    in   contrast   to  services   provicied   in    tiie  iione  or  to  per- 
sons i;li.>  are   innatienLS.      ''liilo  many   inpatients   iiav  he   aritulatorv,    t!u^ 
t(MTi  ai"l  iil.itorv   can^   usually     ii'inlies    Lh<it    ihc  patient  has   come   to  a 
location   oLficr    Li;an   iiis    iioiH'    to   rcccM'vi    servici'S   and   h.is   deiiarLed    tho 
sai:ii'   dav. 

V!-|l"\l     ["l^l  i  "' \'rATin-l   PlA'i    (;''ip)    -    "    pi, ,11,   .;!,ie;i    tlir  liational    IjmUii   I'laniiinn 
and   ■'(■'. ources    I'rvc^lojii  u'r,t:   ,"ct   of   1''/'1    {['1    'V'^-l./ll)    re^'Mjiro';   hoalti   sy.tei.is 
ai'enci^"-    to   proparc    or  up>iate   annual  V/,   spocifviiK^,    d^scr'''ine   hov:   te 
i' !!ilei;(Mi  L ,   an(i  oivinr  priority   to,   short-run  ol.'.iecti  ves  wiiich  will    ac- 
hieyo   t'tc   lopi'-ranee  eoals   of  t'le  anencv,   detailed   in    its   health   svsten 
"Ian.      ■'■^ction   Vhl3  of   th.,^  PI'S-   ''ct  descrikcs    th.e  place  of   'MPs   in   the 
larofM-  ron tf'xt   o":   anencv    functioniiui. 

'^rj '   irn.Ji'  Sl'^'.'irr.;-   rrVi.lfT"! -it  rUdn   (.■"■IIS"'")    _   This   fun^^   i-,   csti'.lished   under 
""'^ctio!!   K-Vi  of  PL  ^;3-':''l,   and  nrovid(\s   tiiat  any   fully  desiqnated  !1S" 
('d^ich   has   an  ''SC"   ai'd   ''jr  esta'"l  i  s!ied  1  v   its   heard  ?r.,^   reviewed  ^v   t.he 
'■drr  .   ,-ai  '  ■.■hica   is    ""oun.'   ' 'y   the  'ecrelarv    to  lo  por^orMiru-    its    furictions 
■■at  is  f.ictori  1  "'i    is   i^lini'  Ic   to  asijilv   tci   t^'.'  f;'cretari'    for  a   rrant  to  os- 
t.ihlis':    and  r'aintain   a.n    '^'''':)r    in   order  te  cah'   "rants    and,  contracts    to 
"iil.l  ir    vid  r(i)n-iiro'"i  t  'n-ivate   entiLies    to   ^iroivot^  mni  -  st-rvic.'    '^oliv,>rv 
•M-nj.M-sv    cens  istent  ';  i  t!:    t;!io   i:'^'"'s    .M!\ 

"ni/ipp^i     r,v'    I  |jr"<;  M  r    ;;l;iir:'    P|'\';"'fn'     ,'^f'.l  '""V     -     (''>•!>. V;  i  '■•    ':'•':    (^r     '.1"(')    aopnC'.') 
"    sii'  -s'ate      ifuall''  i  ml  t  i -county )    aqencv   '<ssist(^;!   Mnd'>r  ^'.(■cLinn    ■^''{(h) 
of  the  P!l'>  Act,   creatc(i  hv  the  CoinnreluMisi ve  !'(^alth   rianniru'  and  Put!  ic 
health   '•orvice   ■'^nondi.ient  s   of  I'jr.i-    fPI    '■o-y/i'))  ^   and   c'r.av'."'.  ''ith    L'le  ur?- 
iiaration  of  renional    or  local   plans    for   tho  coord  inatioii   .-.ii.i    Irv(>lopi  lerit, 
of  existino  an!  ne'-/  !iraltli  servi(s^s,    i'acilities,   and  i 'r'.noo' -'r .      Tiie 
aeenci'^'s  ■"-■re  authorized   to   reviei;  and  coi.inient  u'lop   aroeosaV.    f  r'^m  hios- 
nitals   a:i('  other   i liS  ti  tutions   for  develoonent  of  eroerai'rj   ami  expansion 
of   facilities,   1  ut  nad.  no  sinii  ■'^icant  ;>o''ers   of  enforcoi 'ont .      k'o   to  three 
CKiartors  o^  tiii    operatin';  costs  of  t!ie   Ol-Vj.)   aqoricies  "ould  he  supported 
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i"(>i 


Vv'lui'.f  :ir7   ci".  f.iM  '  III  it'iis    1  i'"i ; 


1     '.]••■■     'M-(1V  I 


,      ^'  'rCl.C  I    I  V     I, 
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'VMI''    IIITV   -    •"■  I'.vis'ii-'^    (in    ten";,   nf    r.vii.->,    voliiic^    .;iKi   locaLinn)    of   V.v^ 
su'iilv  of  IkmIHi   rpsoiirces   aiiJ  s;-rvici"';    relative    to  tiio  ;ieod'~,   (or 
.I,m']tik!;,  )    'if  ii   iiiv^Mi   inrliviilual    or  cdrn  nun  tv .      il.Mlt!,  care   is  .nvail- 
ai  lo   to  an   iniii  vi  .lual   \.'lif?n   ho   can  obtain   it  at   tlio   ti'C  anil  place- 
t!iat  no  tu:odr,    it.    froi'  annropriato   personnel.      "vailaMlitv   is   a   func- 
tion  nf  tiiG  (lis tri'^ution   i^f  anpropriate   rc!Sourccs   and  services,   and 
tiio  \/illinnnGSs   of   L!ic  provider   to   serve   t!to  particular  natient   in 
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'-.    "^V.PflATI'V;    (I'TA)    -   Till'  nation, n    nen-ni-nf  i  t    orcMni/ation    Lo 
U    the   7''i  I'liic   Cross    '^lans    in    tlie   I'liitod   '.tates    voluntarily  I'o- 
^'f    adpnnisters    pronran'.    of   lici'iisiiro   ,nid   aiv>roval    for  'iliji 
•■.   plans,    provides    si'^cific   servico'-,    related    Lo   t!ie  writino   and 
nisterino   o^  'lealtli   care   henefits   acro';s    ti^e  ronntrv,    and   rc^pr^ 


s   tlie   ''lue  Cross   plans    in   nation,!  I    affairs. 


:nder  cot i  tract  vi 


■  ocial    Securitv  Adi:iinistration 


')  ,   i.i'.P'    is    t;ie   fiscal    inter- 


edicare   nrooraii   for  77'    of   t!ie  participatinn  providrr: 

led 
es) . 


ar"   in    tn 
of  the  participatinn  hospitals.   'j'V".  of   ttie  particioatine  skil 
inf   facilities,   an. I   7C'/.  of  t!,e  uarticipatinr  iiopic   iiealth  anenci 


'd/ilGCT  -    "   d(^taile(1   plan   in    financial    terns   for  carp'inc  out  of  a  oropran^ 
of  activities   in   a   sjiecified  period,   usually  a   fiscal    voai'.     Tlie  bud- 
eet    Lv'Mcally   accounts    for  all    the  prooram's   proposed   incono.   by 
source,   a.nd  exnenses ,   t-y   nurposcs   sucit   as   salaries   and  capital    costs, 
for   f-.'ie  vcar.      fxoenses   are  soiietincs   related  to   tiie  [irociran's   ooals 
and  (d',ic>cti  ves . 


CAPIT'M    IXnidlMTl'"!.   -    ",n   exp'Midi  turo ,  wiiieh   urider  qeiu'rallv   accei'te.i   ac- 
countine  |irinciples   is   not  properly   ciiarqeal^le  as   ar.   expense  nf  oper- 
aticni  or  maintenance,    for  the  acc;uisi  tion  ,   renlacer'on  t ,  noderni  za  Lion 
or  exnansion   of  facilities   or  ecuipi.cnt. 


'"APITATI^'l   -   ^  retiiod  of  payment  for  iioaltl)  services   in  v/hich  an   in^livi- 
dual    or  institutional    nroviJer  is   paid  a   fixed,   oar  canita  amount   for 
oacii  Person   served  v.'ithout  renard  to  the  actual   nuriLer  or  nature  of 
services   nrovi ded  to  eac!i  person.      Capitation   is   ciiaracteristic  of 
health  n'aintenance  orcanizations  ,   Init  unusual    for  ohvsicians    (see   fee- 
for-service) .      "^Iso,   a  r.iethod  of  Federal   suinort  of  health   profession- 


al schools  authorized 


the  Coiinrefiensi  ve  Health  'Icnnor'or  Troinino 
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f'-ct  of  V71,   PI.   ■''■^-T)7,   niiH   tlu>  '!nrso  Trainino   '^ct   oF   T71  ,   PI    ".'-l^r. 
(•■,octint)s   7711  atiil   !;!''>   of   t!io  "I''",    '^ct)  ,    in  i-'hicii   (mc!i   r^lif^il^lp   scliool 
rocoivos   0   fixoi!  canitation   pavi'ii^nt   frnni   V^c   rivlorr;!    nnv^niii'cnt   foi~ 
t'ac'i   ?tudr>nt  oiironod,    callr''   a   capitation   I'rant. 

f Ay.'\'---T!:op!|ir  lir"LT:i    I'ISI-RAIICI;   -   lle.Mltfi   insurance  \'liic!!   provides   orntoction 
a<'ain''-t  the  iii'^h  cor.t  nf  troatinn  spvoro  or  lon'itliy   illnt?550s   or  din- 
alilitios.      nener-illv  sucii   oolicios   covor  all    or  a   S'^'pcifiod  porcrnt- 
ar:o  n-^  niO(1ical   oxnensos   aPnvc^  an   anount  t!iat   is    t'lp   rosnonsihil  itv  of 
t;)0   insurod   !iinsclf  (or  the  rosnonsihilitv  of  another  insurance  policy 
UP   to  a  raxir.un  lirnt  0^  lialnlity).      Mndpr  oonHinn  "!'I   pronosals  of 
this    typo,   protection  v/ould  tvpicallv  be^in  after  ar,   individual   or 
family  unit  !iad  ■'ncurre-.'  Mcdical    oxnensos   enual    to   a    -.pccified  dollar 
anount   (o.n.,   '^,?..0,'l']  v/itliin   a   l;]-iiontii  period)   or  a   'ioecified  perc^nt- 
aof^  of  incoi'ie   (e.n.,   IG"');  or  had  been   in  a  nedical    institution   for  a 
specified  period   (e.o.,   CO  days).      Individuals  \/oul'.    !e  liable   for  all 
costs   II!)   to  the  specified   limits,      bov/evcr,   in   tiie  al'Sence  of  anv  ef'foct- 
ive  nroliibition   af;airist  doinp   so,   t!iev  could  Ihi  exnocted  tt    ot^tain   healtli 
insurance  protection   for  costs   l.elov   tlit?  catastrophic   limits,      'lenerallv 
tliere   is   nc  maxiriuci  anount  of  coveranc  under   these  rlans,   iir/zover,  i-.any 
include  sonie  coinsurance?. 

Cr'ITL"'!  rnn  ;;r,''LTl!   PIVI'IIUG   -   a   pui)lic  oi-  private  non-profit  entity  dosinnated 
for  eacii  HP'   renion,   I'V  contract,   to  Drovido    tc^chnical    assistance  and 
traininn   for  lir-'^s,   SIIPnAs   and  SIlCCs   in   the  ret-ion. 


OF  IWID  -   P   certificate   issued  l-y   a  qoverni;:erital    body   to  an    in- 
lividual    or  orqanization  nronosinn   to  construct  or  nodifv  a  healtfi   fa- 
cility,  or  offer  a  nev;  or  different  health  service,  '..'hich   reconnizcs 
that  such   facility  or  service  vfien  available  vn'll   ho  needed  by  those 
for  '.'I'.oiii  it  is    intended,     ''here  a  certificate  is   reouired   (for  instance 
for  all    proDosals  h'liich  v;ill    involve  v\o]-q   tt)an   a  i;;iriinuiii  capital    in- 
vnsti.ifnt  or  channe  •-■ed  capacity),   it   is   a   condition     of  licensure  of 
the   facility  ni-  sfM'vict!,   and   is    intended   to  control    (wnansion  of    facil- 
ilies   and   service;    in   th(>  public    interest  liy   ui-event.ind  (>xcos',iv(-   or  dupl  i- 
cativ(>  di^veloiHiiiMit  ot    facilities',   .ind  servict"..      "n  (^xaiiiile  of  capital 
(■x!)endi  ture  revici;,   certificate  of  nc^ed   for  constnction  of  nev;  hospitals 
is   a   ro'iuirenent  of   la\7    in  ovc^r  half   the  statics,    includinn  'lontana. 
bnler  the  'lational    llealtli   Plannin*-]   and  Resource's   novel opi;i(>nt   '^ct  of 
117/!,   PL  ^3-G11  ,   all    states   arc   required    to  have   the  state  health   ulan- 
ninti  and  develoi^nent  anency   (desinnated  pursuant  to  tiie  lav)   administer 
a  state  certificate  of  need  prooram,  which  must  appiv  to  all   new  insti- 
tutional   health   services  proposed  to  bo  offered  or  developed   in  the 
state.     The  healtii  systems  agencies    (local    planninn  bodies  under  PL 
01-h/!l)   are   required  to  mai<e  recorinendations    to  the  state  agencies   re- 
rardinq  proposed  nev,'  institutional    health  services  within  their  areas. 

CLRTiriCATinil  -  The  process  by  which  a  governmental   or  nonaovernmental   aqoncy 
or  association  evaluates   and  recognizes   an   individual,   institution  or 
educational   pronran  as  i;ioGtinq  predetermined  standards.     Dne  so  recon- 
nized   is  said  to  be  certified,      essentially  synonymous  v^ith  accredita- 
tion, except  that  certification  is   usually  applied  -co  individuals   and 
accreditation  to   institutions.     Certification  proqrams   are  generally 
nongovernmental    and  do  not  exclude  the  uncertified   from  practice  as 
do   licensure  proqrams.      In   the  PSRD  and  other  regulatory  pronrains  ,   cer- 
tification of  services  means   that  their  provision  has  been  approved 
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and  payi'ient  for  tiioni  is  assured  (see  admission  certification).  See 
also  "certificate  of  need". 

CLKJir  -  \   Tacility,  or  part  of  ono.  Tor  diagnosis  <mr.   treatriont  of  outpatients. 
Clinic  is  irrcdularly  defined,  soini^tinies  en  ther  incl  jdinq  or  excludinfj 
pliysicians'  offices,  sonetiines  lunm)  liiuited  to  facilities  which  serve  poor 
or  public  pati(Mits,  and  sor,(?tii'ios  lieinc]  limited  to  facilities  in  whicli 
(iraduatc  or  undernraduate  medical  education  is  done. 

CDKlSURAnCC  -  A  cost-sharing  requirement  under  a  health  insurance  policy  v/hich 
provides  that  the  insured  will  assume  a  portion  or  parcentaqe  of  the  costs 
of  covered  services.  The  health  insurance  policy  provides  that  the  insurer 
will  reimburse  a  specified  percentaqe  (usually  00"')  of  all,  or  certain 
specified  covered  medical  expenses  in  excess  of  any  deductible  amounts 
payable  by  the  insured.  The  insured  is  then  liable  for  the  romaininq 
percentaqe  of  the  costs,  until  the  maximum  amount  payabli;  under  tlie 
insurance  policy,  if  any,  is  reached. 

CnnMlKIITY  [lEIITAL  HTALTII  CDITER  (f.MlIC)  -  An  entity  whicii  provides  comprehensive, 
principally  ambulatory,  mental  healtfi  services,  primarily  to  individuals 
residing  or  employed  in  a  defined  catcliment  area.  The  term  is  defined  in 
the  Community  Mental  Health  Centers  Act  (Section  201)  which  specifies  the 
services  to  be  provided  and  requirements  for  the  governance,  orqanization 
and  operation  of  the  centers.  Tlio  CMPC  Act  provides  for  Federal  financial 
assistance  for  the  construction,  development  and  initial  operation  of  CflliCs, 
and,  on  an  onqoinq  basis,  for  the  costs  of  their  consultation  and  education 
services. 

COMPRCllEriSIVE  HEALTH  PLAnflUJG  (CHP)  -  Healtli  planning  which  encompasses  all 

factors  and  proqrams  which  impact  on  people's  healtl;.  Federally  assisted 
CHP  was  done  on  a  geographic  basis  by  areawido  and  state  CHP  agencies  which 
had  authority  to  concern  themselves  with  environmental  and  occupational 
health,  health  education,  and  personal  health  behavior  as  well  as  medical 
resources  and  services.  CHP  was  initiated  by  the  Ccmprohensive  Health 
PIannin(|  and  Public  Health  Services  Amendments  of  K'66,  PL  8^1-749,  and 
replaced  by  the  National  Health  Planning  and  Resources  Development  Act  of 
1^174,  PL  93-641.  CHP  was  also  noteworthy  for  the  fact  that  the  planninn 
was  guided  by  a  voluntary  council --a  majority  of  whose  members  were  health 
services  consumers. 

CONDITIONAL  DESIGNATION  -  An  initial  period  of  designation  of  health  systems 

agencies  and  SHPDAs  for  up  to  24  months.  At  the  eno  of  conditional  designa- 
tion, an  agency  must  be  ready  to  assume  all  legal  and  functional  require- 
ments stated  in  PL  93-641  and  supporting  regulations. 

CONSUMER  -  One  who  may  receive  or  is  receiving  health  services.  IJhile  all  people 
at  tines  consume  health  services,  a  consumer  as  the  term  is  used  in  health 
legislation  and  programs  is  usually  someone  who  is  never  a  provider,  i.e., 
is  not  associated  in  any  direct  or  indirect  way  witli  the  provision  of  health 
services.  The  distinction  has  become  important  in  programs  where  a  consumer 
majority  on  the  governing  body  is  required,  as  is  the  case  with  community 
health  centers  and  health  systems  agencies  assisted  under  the  PIIS  Act. 
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rnOPrr"Tl\'?    ITALTI!   ST^'\TISTIC^.   SYSTI'I    (ri'SS)    -   ^   nrodra;-  of    llip  'lationol 
Ccntor   for  Moalth   Statistics   in  v.'hich   Federal,   "^tate,   aiul   local 
iivwonirionts   cooperate   in  col  It'cLinc   health  statistics,   so  that  anv 
mrticular    i  ■.(>!,;  of  data    is  collocteil  bv   that   level   which   is   Ijest 
emiinpod   to  collect  and  distrihutr^    it  to  all    levels,      ''hen   in   full 
oneration,   CTSS  \;ill    collect  data   in   the   follovn'no   seven  subject 
areas:      health  niannower   (inventories   and   surveys),   healtli  facilities 
(inventories   and  survevs),   hospital    care,   household   interviews,   ai:i- 
1  lilatorv  care,   lonn-ternt  care,   cind  vital    statistics.      Leqislative 
aiithoritv  for  the  CUSS   is   found  in  Section  30e(e)   of  the  PUS  Act. 

CnST  •■'-niFFIT  AfiALYSIS   (CC.")   -   A  nrocedurc  in  which  a  program's  monetary 
cost   is  coinnared  to  the  pronram's  benefits,  expressed  in  dollars, 
to  aid  in  dctornininq  the  best  invcstnent. 

COST  ri  NT["P.  -  Accountino  device  whereby  all    related  costs   attributable 
to  sorio   'center'    'vithin  an  institution,   such  as  an  ..ctivity,   de- 
|)arti!tent,   or  procirai;i     (e.q.,   a   hospital    burn  center),   are  seqre- 
nated   foi'  accountimi   or   reimbursenent   purposes.      Contrasts  witii  se- 
nreiiatinc;   costs  of  different   tvpes ,   such  as   nursinc,   druqs   or   laundry, 
riMiardless  of  \'hich"center'    incurreci   then. 

ClIliTS   -    bxpenses   incurred   in   the  provision   of  services  or  noods.      !'1,iny 
different   kinds  of  costs   are  defined  and  used.     Charties,   the  price 
of  a   service  or  amount  billed  an   individual   or  third  party,  nav 
or  nav  not  be  the  sane  as,  or  based  on,  costs.     I'ospitals  often 
charqe  more  for  a  qivcn  service  than   it  actually  costs   in  order  to 
recoup   losses   fron  orovidinn  other  services  wliere  costs  exceed   feasi- 
ile  charoes.      Despite  the  terminolony ,   cost  control   nrograms  are. 
often  directed  to  controlling   increases   in  charges   rather  than   in 
real   costs. 

CPrnflTIALinn  -  The  rrcoqnition  of  professional   or   technical   competence. 
Tfie  credential  inc   process  i.iav  include  registration,  certification, 
licensure,   professional   dissociation  iiiei'ibershi(i ,   or   r.he  award  of  a 
di>i;rce   in   tlie    field.      r<}rti  f  ica  tion  and   lircnsuro  .TTfect   the  supplv 
ni'  ''fMlth  riannov'cr  l-y  controllini]   oiitranci'    into  nracliro,   anil   influ- 
iMic.r   tJii<  stalililv  of   I, lie   lalor  force  I'V  affectini;  neoqranhic  distri- 
f'Ution,  niol'i  1  i  ty ,    and   retention   of  I'orLors.      Credential  inf   also  deter- 
i:inos   the  (juality  of  personnel    i)y   providing   standards   for  evaliiatinn 
coi.ipetence,   and  do  fining   the  scope  of  functions  and  how  personnel   iiav 
be  !ised. 

CRITf^l''"!  -   A  pieasura'-le  characteristic  of  a   health   service,      fxannles  of 
criteria  are:     physician/population  ratios,   travel    tine  to  facilities, 
and  accreditation  of  institutions.      See  also   "standard". 


DfPi  SrilVICr  -   """he  oavi'.erit  of  I'latured   interest  on   and  nrincioal    of  debts; 
t.he  amount  needed,   supplied,   or  accrued   for  iieetinr  sucii  payments 
luring  ,v^y  oiven  accounting  period,   a  bu(iqet  or  operating  statenent 
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ir';n'.-tvl  or  ol'.):\r.  ■]•■:■,<.    cov.m\>  '   inliviMual    i  (••foi'c    ^r.    i  ns'.ir'M-  'ill    as - 
sai;.'   aiiv    li.i'nlitv    Tor    ill    or  nart   of   tlu^   roiiaininr   cost   of  coverol 
siM'viros.      "lo'iuct  il'li^s  :'mv   Io   oiL'ior   fixtH   ;!("llar  a.i'oanls   or    tii<' 
value  ot    S'n^cifio''   ran^vicos    (sm'i   as    t\;o  days   ol    liosoital    can^  or 
Olio   oiivsiciaa   visit.l.      ''o  liict  ii'los    cwe  iisuailv    t\c.<\    to  soi.ie   r^'Ti.rr'fMro 
■  H^rio.'   ovor    ''lir'i    t!i'"v   i"nst.  Ic   iricurro.-l ,   o.o.,    '' 1  1'1   acr  caliauiar  year, 
lionofit  not'inj,   or  soell    of   illiiGSS.      Ho'luctiMos   in  existiim  oolir.ios 
arc  (lonorallv  o(  two  tyivas:      1)    stato  doductil.los  w;:ic'i  are  fixorl  -Jol- 
l.ir  aiiounts,   and    .')   'Ivnariic  dntiiictil'lGS  i-yiiicii   ^n.    aojustcd  froi;;  tir-a 
to   tii;io   to   rprioct   incro.isiiio  iiiodical    oricos.      ''    Lliird   tvpe  of  doduct- 
ii)lo   is   !)ro!)os(^!    in   sonic  national    aoalth    insurance  i-lar.s:      a   slidirui 
scalo  doducti!  li^,    in  \;;iicl)   tlio  deductible   is   relatec    to    income  i\n<\    in- 
creases  as   incoiie    increases. 

1)1  ;1T,H    I'l/'^LTi;  SCnVKT''.    -    ''11    services   desiqnod.  or    intended   to  nroi'ioto,  main- 
tain or  restore  dental    health   includino  educational,   iircventive,   and 
t.'un-aoeutic  services. 

"'CP^.rn.'^Tin:]   -  llie  decline   in   value  of  canital    assets   (assets  of  a  neniianent 
or  fixed  nature     noods   and   nlant)   over  time  i/ith   use.     The  rate  and 
amount  of  depreciation   is   calculated  l:v  a  variety  of  different  methods 
(P.O.,   strainht  line,   sum  of   the  dirits,  declining  balance)  which  often 
nive  quite  different  results,     rieimbursement  of  iiealth   services   usu- 
allv   includes   an   amount   intended   to  he  oouivalent  to   tiie  capital    de- 
ni-eci  ation  experienced  by   ttie  provider  of  the  services   in  conjunction 
v.'itli   their  provision,      '^ee   also   '  delit   service"   and   'Tection   1122.' 

"'^VrLi'i'"r[ITAL  DISA.'ILITY    (I^D)      -    '\    lisai-i  1  i  tv  vhich :    originates   l^efore  ane 
1  \   can  be  exoecttvi   to  continue   indefinitely;   constitutes   a  substan- 
tial   handican   to   the  disai^led's   ability   to   function  normally   in   society; 
and   is   attril'utal'le    to  mental    retardation,   ceret  ral    palsy,   epilepsy, 
autism,   anv  other  condition   closelv   related    to  mental    retardation   l:e- 
cause   it  results    in   similar   impairment  of  oeneral    intellectual    func- 
tioninc;   or  adaptive  behavior  or  reouires   siiiiilar  treatment  and  services, 
or  dyslexia   resultitui    from  one  of  tfie  conditions  .iust   listed.      "!'hc   term 
is   defined   in   the  Develoomental    Hisabi 1 i ties   Services   and   Facilities 
Construction  Act   (Section   102(7) )idiich  authorizes   Federal   assistance 
for  services  and  facilities   for  the  developmental  Iv  disaliled.      See  also 
"rehabilitation". 

PI'^ECT  COST  -  A  cost  which   is   identifiable  directlv  vnth  a  particular  ac- 
tivity,  service  or  product  of  the  proaram  experioncinq   the  cost.     See 
also   ''indirect  cost". 

DISABILITY  -  Any  limitation  of  ohvsical  ,  mental,  or  social  activity  of  an 
in'Mvidual  as  compared  \.'ith  other  individuals  of  similar  ane,  sex,  and 
occupation,  rreouentiv  refers  to  limitation  of  the  usual  or  ma.ior  ac- 
tivities, most  coiiiMonlv  vocational.  There  ,-)ro  varyinf.'  types  (functional, 
vocational,  learninn)  di^nrees  (fiartial  ,  total),  .u:d  durations  (tfiuiHir- 
ary,  permanent)  of  disability,  i'.enefits  for  dis.ili'ity  are  (.ften  nnlv 
availa!?le  for  specific  disabilities,   sucli  as    tot.il    and  perrnanent   ft'io 
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f'^liii  rci  ;pnt    {\)V  snri.il    s'Tiicit.v   m)('     'O'-lioro) .      '  rp  also   "roiuiM  1  i  L.t - 
l  i  nir  . 

;M'M"'''         !  i  l-tM'.n  1  V    "'   ilhouL  cr".!^',  iMv   I '>  ilpfin(>'l   ,i'.   a    failure  oT    tiu-  .i.lap- 
!ivi'  1 1'T'i.iin-.ns   (M'   an   dniati  isi:i    \.o   cdunL^iMct    I'lcoua  t.ol  v  ,    iiorriallv   or 
an;iriiiM'i>i  tol^'    t'lc  stinuli    aivl   sLn^ssns    to  wiric!'.    i  I"-    is   siil\jocL.    fcsul  ti  in' 
in   ;'.   t!i  stiirl'ancc^    in   LIil'   rniu-tion  or  structure   of   >:(ir'.^  prirt  of   thr-  ornan- 
is!:.      T!)is   'l-^firii  ticm  cnphasi;:cs   that  'lisease   is  iiul  ti -factorial    and 
'  av  '^e  prcvcnto;'  nr  treated   liv  ciianoini^   anv  of   t!;o   factors.      Hiseasn   is 
a   vorv  olusivo  and  difficult  concent   to  dr^finc,   ^oin';   larnely   socially 
defined.     TIius  ,   criiiinality  and  druq   depondenco  presently  tend  to  So 
seen  as   diseases,  vhen  they  were  previously  considered  to  be  moral   or 
1  Glial   problems.      See  also   "bealtlr'. 
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fARLY  ''^■jn  pi;Rinnic  sruii  iific  iiL'^'Odosis  i\u\}  TRr.ArirMT  f^Rn'^:P,-v;  (fpspt)  -  " 

nrofirani  mandated   '^v   la'.'  as   iiart  of   tlie  I'edicaid   nronraiii.      Tli(>   la\'    (sec- 
tion  l'''T^>(a)(^)(:;)   of  t!ie  Social    Securitv   "^ct)   rnnuir-s   that  ^v  dulv   1, 
VP'^   all    *^tates   !;ave   in   pffect   a   pronrai:i   for  nlieible  children   under 
aee   PI    'to  ascprtain    their  nhvsical    or  nental    »lefects,   and   sue!)   health 
care,   treatiiont,   and,  nttior  rieasures    to  correct   or  aiA.'liorate  defects 
i^n  \  caronic  conditions  discovered   therel'v,   as  iiav  !o  nrovidcd    in   re- 
e.ulations  of  the  ''^cretarv".      Issuance  of  repulations   inpleiiientinc;   t!ie 
nroorai"  was   delaved  until    'loverber   Vyi,   and   states  i.'ere  alloved   to 
•^iiasc   in   their  nroorai'^s   !iv  aqc  qrouos   until   July   1,   1^73.      f.y   la;,-   (Sec- 
tion '■'03(n)   of  tile  '~ncial    Security   '^ct) ,   states  v/hich  do  not  havp  a 
iirocran  in  effect   in  anv   fiscal    ei'Tter  after  dune   J'"!,   l'^74,   for  all 
children   in   rani  lies   receivinn   '^.FDC  oavnents  are  sul'ject  to  a  financial 
penaltv.     Tfie  state  nronrans  are  not   iust  to  nav  for  services  but  also 
to   have  an  active  outreacti  cornonent  to   inforri  elio-'ilo  persons   of  the 
benefits  avail  alii  e  to  tliei,i,   actively   to  brinn   tlien  "nto  care  so  that 
they  can  bo  scr(?ened,   and,   if  necessary,   to  assist  tlien  in  obtaininq 
ai)|iropriate  treatnu^nt.      rcSDT  should   pronerlv  refer  only   to  pronrans 
'.'hich   have  all    of   these  clei'ients. 

rCOrin;:ir.  rrASICILlTY   -   The  capaln'litv  of  a  nrovider  orqanization  to  rieot   its 
financial    oblinations   related  to  capital    investment  and  operatinn  costs. 

f'TPGrriCY  r'CniCAL   SFnVICr:   SYSTFII   (CnSS)    -   An   intenreted   svstein  of  appropri- 
ate health  nianooi-'er,   facilities  and  eqiiipnent  v.'hich  provides  all    neces- 
sary emernencv  care   in  a  defined  oeoqraphic  area,     "he  development  of 
sucli  systems   is   Federally  assisted  under  the  frierqencv  Medical    Services 
Systems  Act  of   1D73,   PL   93-154,   in  which   the  tern   is  defined  and  the 
necessary  components  of  the  systeni  listed   (Sections   1201   and  1206  of 
the  Ph!S  Act),     f^ne  characteristic  of  sucii  a   svsten  would  be  a  central 
communications   facility  usinq  the  universal   emerqencv  telephone  num- 
ber,  911,   and  havinq   direct  communications  vith  all    parts  of  the  sys- 
tem with  planned  dispatching  of  cases  to  properly  catenorized  facili- 
ties.     The  ['lis   proqrani  in  ''Montana   is  administered  bv  the  Emerqencv 
'Icdical    Services  Hureau  v;hich  is  a  part  of  the  Division  of  i-!ospital 
and  Medical    fa-'-ilities. 
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EXFXUTIVr  CnMfllTTEr   -  Under  PL  93-641,   a  comnitteo  of  the  health  systems 
agency  qovernino  t)Ody  that  has  authority  to   take  nost  actions  on  be- 
half of  the  noverninq  body, 

rXT[:inil)  cm:   I-ACIIITY    (ICF)    -   lV(>viously   used   in  [loJicar(>   to  moan   a   sLiIIcmI 
nursincj   facility  which  qiialificit   for  participation   in  Hedicare.      In   1*172, 
the  law  was  amended  to  use   i\\o  more  generic   tenn  skilled  nnrsirm   facility 
for  both  Medicare  and  MtMlicaid.     fledicare  coverage   is   limited  to  100  days 
of  post  hospital    extended  care  st^rvices   during  any  spell   of  illness;   thus 
Medicare  coverage  in  a  skilled  nursing  facility  is   limited  in  duration, 
must   follow  a  hospital    stay,   and  must  be  for  services   related  to  the 
cause  of  the  hospital    stay.     Tliese  conditions  do  not  apply  to  skilled 
nursing  facility  benefits  under  Medicaid.     Thus,   tie  continued  use  of  the 
term  "extended  care  facility  benefits"   is   a  kind  of  shorthand  to  refer  to 
the  benefit  limitations  on  skilled  nursing  facility  care  under  I'edicare. 


FEC-FOR-SERVICE  -  Tlothod  of  charginn  whereby  a  physician   or  other  practitioner 
bills   for  each  encounter  or  service  rendered.     This   is  the  usual   method 
of  billing  by  the  majority  of  tlie  country's   physicians.     Under  a  fee-for- 
servico  payment  system,   expenditures   increase  not  only  if  the  fees   them- 
selves  increase   Imt  also  if  more  units  of  service  ere  charged  for,   or 
liore  expensive  services  are  substituted  for  less  exnensive  ones.     This 
system  contrasts  '''ith  salary,   per  ca|n"ta  or  prepayment  systems,  I'/here  tlic 
payment   is   not   charmed  i\'ith   the  numl)or  of  services   actually  uso'i  or   if 
none  are  used,      ^'hile   t!ie   fee-for-service  systei  i  i's   now  generallv   limited 
to  physicians,   dentists,   podiatrists,   and  optometrists,   a  number  of  other 
i)racti tioners ,   such  as  physician     assistants,   have  sought  reimlMjrseiie'nt  on 
a   fee-for-service  basis.     Tee  also   "capitation". 

FinuCIARY  -   P.elatinn   to  or  founded  u|)on  a  trust  or  confidence.     A  fiiiuciary 
relation  exists  where  an   individual   or  orqanization   has  an  ex|)liciL  or 
implicit  obligation   to  act  in   behalf  of  anotlior  person's  or  oraani/!ation '  s 
interest  in  matters  which  affect  the  otiic^r  person  or  organization.     A 
!)!iysician  lias   sue!)  a   relation  with  his  patient  and  a  hospital    trustee 
v.'itti  a  hos()ital.      I'ecause  a  fiduciary  relationship  with  a  provider  obli- 
gates one  to  act  in   the  interests  of  the  provider,   people  with  sucli  relation- 
stiips  Are  defined  as  providers   by  PL  93-641,   rather  than   as  consumers,    for 
siicli  purposes  as   determining  v/hether  a  health  systems  agency  governing 
board  has  a  consumer  majority. 

FISCAL  YEAR  -  Any  tV'/elve  month  period  for  whicli  annual   accounts  are  kept. 
Soiietimes,   but  by  no  means  necessarily,   the  sai'ie  as  a  calendar  year. 
The   Federal    government's   fiscal   year  had  been   from  July  1    to  the  follow- 
ing dune  30  ^or  years,   but  changed   in  1976  to  be   from  October  1    to  the 
following  September  30. 

FOREIC'I  tlEDICAL  GRAniJATF   (FHO)   -  A  physician  who  graduated   from  a  medical 
sciiool   outside  of  tfie  United  States,   and  usually,   Canada.     U.S.   citi- 
zens who  go  to  medical    school   outside  this  country     are  classified  as 
medical    graduates   (sometimes  distinguished  as  USrnCs),  just  as  are 
foreign-born  persons  who  are  not  trained   in  a  medical    school    in  this 
country,   although  native  Americans  represent  on  a  small   portion  of 
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the  qroup.  As  of  1^72  there  were  noro  than  G'^jO'^O  iraduates  of  for- 
oiqn  medical  schools  in  the  United  States,  constituting  more  t!ian  20 
percent  of  active  pliysicians  in  this  country.  The  torn  is  occasionally 
defined  as,  and  nearly  synonymous  with,  any  graduate  of  a  school  not 
accredited  by  the  LCflf.  (Liaison  Committee  on  fledical  Fducation). 

FULL  OR  FINAL  DLSIGtlATIOri  -  The  status  given  a  health  systems  agency  that 
lias  met  all  legal  and  functional  requirements  of  PL  03-641. 

G 

GOAL  -  In  health  planning,  a  quantified  statement  of  a  desired  future  state 
or  condition,  such  as  an  infant  mortality  of  less  than  20  per  thousand 
live  births,  a  physician  to  population  ratio  greater  than  four  per  thou- 
sand, or  an  average  access  time  for  emergency  medical  services  less  than 
20  minutes.  Health  planning  formulates  goals  and  seeks  to  achieve  them, 
'\  goal  differs  from  an  objective  by  lacking  a  deadline,  and  usually  by 
being  long  range  (five  to  ten  years)  rather  than  short  (one  to  two  years). 

GRANDFATHER  CLAUSE  OR  PROVISION  -  A  clause  or  provision  of  law  that  permits 
continued  elegibility  or  coverage  for  individuals  or  organizations  re- 
ceiving program  benefits  under  the  law  despite  a  clange  in  the  law  which 
would  otherwise  make  them  ineligible;  or  in  some  other  manner  exempts 
a  person,  organization  or  thing  from  a  change  in  law  which  would  other- 
wise effect  it.  For  example,  the  Federal  Food,  Drug  and  Cosmetic  Act 
exempts  certain  drugs  from  the  Act's  pre-market  approval  requirements 
on  the  basis  of  their  longstanding  use. 

GROUP  PRACTICE  -  A  formal  association  of  three  or  more  physicians  or  other 

health  professionals  providing  services  with  income  from  medical  practice 
pooled  and  redistributed  to  the  members  of  the  nroi.p  according  to  some 
prearranged  plan  (often,  but  not  necessarily,  throi;gh  partnership).  Uy 
I'^fi^,  ^Z.S"i   of  all  physicians  in  the  U.S.  were  practicing  in  groups, 
mostly  in  groups  of  one  medical  specialty,  and  this  number  is  apparently 
growiiio  rapidly.  Ilul ti -special ty  groups  offer  advr-ntages  to  the  patient 
'\y  their  ability  to  provide  several  kinds  of  services  on  an  integrated 
basis.  Groups  vary  a  great  deal  in  size,  composition  and  financial  ar- 
ranqemcnts.  In  fbntana,  sucli  groups  are  not  presently  covered  by  the 
state's  Certificate  of  Heed  legislation. 


IIEALTIi  -  llefined  by  the  ''orld  Health  Organization  as  "a  state  of  complete 
physical,  mental,  and  social  well-being  and  not  merely  the  absence  of 
disease  or  infiniiity".  Experts  reconnize,  however,  that  health  has  many 
'h'mensions  (anatomical,  physiolonical ,  and  mental)  and  is  largely  cultur- 
ally defined.  Tlie  relative  importance  of  various  disabilities  will  differ 
depending  upon  the  cultural  milieu  and  the  role  of  the  affected  individual 
in  that  culture,  flost  attempts  at  measurement  have  taken  a  negative 
approach  in  that  the  degree  of  ill  health  lias  been  assessed  in  terms  of 
morbidity  and  mortality.  In  general,  t'le  detection  of  changes  in  health 
status  is  easier  than  the  definition  and  measurement  of  the  absolute 
level  of  health. 
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T"I.T!    ri,riLITirS   -   fiH  loctivpl>',   .ill    'uildinn'-,   atri    f.icilitios  ijso.i   in 
t'i(^  p.rovisioii  of   luMltii   siM-vict^s.      lisiiallv   liiiiLiNl    to   faciliLies 
\;hic!i  \'To  l!iii  It    for   the   niirndsc  of  providini]   lioalt'i  cr^ro ,   such  as 
!'(!<;ni  t.ils   ,in:'   iiurGiiin   hor.ios,   .ifi.i.    t'lii-". ,   (in<-^s   not   includG  an  office 
l;iidlinn  \.-ln\!i    inclurlos  a   |)liysiLi<in  '  s   offico.      I'paltii   fac  i  1  i  tios  , 
1  itii  health  i;;ai)iui' .cr ,   are  tht^  principal    'iealt!i  resources   used    in  oro- 
Jucini;   iiealth  services. 

TALTi'    (".".CPANCr        Insurance  adaiiist.   loss   l.y  disease  or  accidental    hodilv 
in.iurv.      ^uch   insurance  usually  covers   soi'ie  of   tlie  I'edical    costs  of 
tr<Mtint|   the  disease  or  in.iurv.   riav  cover  other   losses   (such   as   loss 
of  present  nr   future  earninps)   associated  vn'th    then  and  riav  lie   either 
individual   or  qroun   insurance. 

TALT''  ","KJTrfi/^r!rr  OR!^:A;IIZATIfV-]   (||:'n)    -   An  entity  vvi  th   four  essential    at- 
trilMites : 

1.  An  organized  systeri  for  providino  health  care  in  a  qeonra- 
f)hic  area,  which  entity  accents  the  responsibi  li  tv  to  pro- 
vide or  othen-n'se  assure  the  delivery  of, 

2.  Ail  anreed  upon  set  of  basic  and  sunpleinental    health  mainte- 
nance and   treatment  services   to; 

3.  a  voluntarily  enrolled  nroup  of  persons,   and 

4.  for  which  services   the   '''.'0   is   reii:hurs(d   tiirounli  a   pre- 
determined,   fixed  periodic   prenayiient  made  lv/  or  on  tio- 
half  of  each  person  or   family  unit  enrolled   in   the  !l'in 
\;ithout   reiiard   to  the  amounts  of  actual    services  provided. 
(From  tlie  report  of  the  Committee  on    Interstate  and   for- 
eiqn  Commerce  on  the  ll^'O  Act  of  1073,   PL  '13-222,   in  v/fiicii 
the  term   is   leqally  defined.   Section   1301    of  tlie  PUS  Act). 
Tha  t!"n   is   responsible   for  providinq  most  health  antl  medi- 
cal   care  services   required  by  enrolled   individuals  or  fami- 
lies.    These  services   are  s|)ccifiod   in   the  contract  between 
the  I''"^/  and  ttie  enrol  lees.     The  l'"*^  [lust  emtilov  or  contract 
vitli  ileal  th  care  providers  w!io  undertake  a  contiriuiru    re- 
sponsibility  to  provide  services   to  its   enrolleos.     The 
prototype  i'"'n   is   the  i'.aiser-rermanente  system,   a  prepaid 
aroup  practice  located  on   the  b'est  Coast.     !lo''.'over,  medi- 
cal   foundations   sponsored  by  nroups  of  physicians  are   in- 
cluded under  the  definition.     IT'Os   are  of  nublic  policy 
interest  because  the  prototypes   appear   to  have  demonstra- 
ted the  potential    for  providinn  hinh  nualitv  medical    ser- 
vices  for  less  money  than   the   rest  of  the  medical    system. 
Specifically,   rates  of  hospitalization  and  surnnrv  are 
consi<ierabl v   less   in  H'Tis   than  occurs   in   t!ie  system  out- 
side sucfi  prepaid  qroups,   althouqli   som'"'    foel    t!iat  earlier 
care,   slimninn  or  skimininq  n.iy  ho  better  rxpl.ma  t  ions . 

llfAl.Ti!  '''A'ipn'ILP  -   Col  l(<cti  vely ,   all   i:ien   and  women  v/orlirx^   in   the  [trovision 
of  health  services  whether  as   individual    ()racti  tinner:;   or  ei'itloyof^s 
of  licaltii   institutions   and  proqrams,  whether  or  not  professionall v 
trained;   and  i/hether  or  not  subject  to  public   regulation,      facilities 
and  manpower  are  the  principal   Ileal  th   resources   used   in  [)roducinn 
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iKMlth   si^rvic's.      In   V173   tinner  wore  ovor  four  million   i>noi)le  worlinq 
in  ovor  ^00  lioaltli   occudo  tions . 

l[,'\LTr   Pl.'^'rniir,   -    [M.iMnino   concorno.l  \;itfi    iiiprovinn    iaMU.h,   v/lK>t!ior  uiuh^r- 
Lai. on   coiM|'rohiMis  i  vol  V    fov  ^  i/'iolc  coniiunitv    ('.or  TIT)    nv   for  a   iMrti- 
ciilar  'Mipnlation ,    tvno  of  IhmU'i   sorvic.o  or  heal  tli  proiiran.      Soih^ 
-loTin  i  tinns   cloarlv    inclmlo    ill    activitio'-.   iimU-rl.alaMi    for   tlic  pin';io';(> 
of  ii'iirovin:!   licaUn    (such  as   rducation,   trafTic   and  cnvi  roiii.iontal    con- 
trol   and  nutrition)   'nthin   t!iG  scoi^g  of  resoonsili  1  i  ty   of  tl)e  planninc 
nrocoss  ,   otiiors   ^v   limitod  to  inclndinn  conventional   health  servicos 
and  nroqrans,   piii)lic  health,   or  Personal    health  services.      See  also 
"ooal"   and   "oh.jpcti  ve  ' ,   "state  healtii  planninr;  and  d(?velopnent  aeency" 
and  ''heal til  systeps   aooncy",    ''policv''   and   "iMidqet''. 


hrAl.Td   "T'^^nnCrS   -   ^osources   (hunan,  monetary  or  "latcriaD   used   in  or'^inclr'- 
hf^-ilth  care  and  services.     Tliey   include  nonev,   !iealtii  -lanpov/er,   health 
facilities.   eniiinrTitit  and  supnlif^s.      ''esources   availafle  or  usee',   can 
lie  I'leasured  and  doscrihed   for  an   area,   population,   cr  an   individual    nro- 
nriW}   (an   I'M"')    or  service. 

111','^LT'l  srrVKd    Anr"   -   lender  PI    '■'^-T'll,   a   coonraijhic   ^)-cr:   annronriatc    'oi- 
t.!io  r'ffoctiv(^  I'lnnniiiii   and  develoniioiit  of   iiiMltl;   services,      ''.''ctior, 
IJII   of  t!ie  ITS    "ct   roduires   that  lioaltli  servic^^  areas   bo  delineated 
ihrouii'-,out   the  I'nited  :~tates.     Tlu?  coveniors   of  f!u;  various   statos   ro-   . 
ceiiincnde^   (to   t!ie  Si^cretarv  of  llf'.')    the   areas   usinn   rooui  renents   ;,ie- 
i;ified   in  the   lav   respectino  aeoerapiiy,   eolitical   boundaries,   popula- 
tion,  healtli  resources   and  coordination  i.'ith  areas  Hofined  for  other  nur- 
r.osGS. 

iir.UT/   '^T.'.TU^   -  "'i-.G  State  of  health  of  a  specified   individual,   qroun  or  non- 

ulation   (such  as  "ontanans.   an  1!:"^  neriLership.  or  an  ei.ioloyer's  enolo/ees). 
It  is   as   difficult  to  describe  or  iieasure  as   t'ne  health  of  an   individual 
and  may  be  measured  v/ith   oeople's  suigcctive  assesinent  of  their  health, 
or  \n  th  one  or  more   indicators  of  mortality  and  nor!  iditv  in  the  ponu- 
lation,   sucii  as   lonqevity,  maternal    and   infant  mortality,   and  the  in- 
cidence or  prevalence  of  major  diseases   (communicahle,   coronary.  r;;ali(i- 
nant,     iiutri  tional  .   etc.).      Thest?  are,   of  course,  measures  of  disease 

tatus,   hut  have  to  he  used  as   uroxies    in    the  ahsence  of  measur(^s   of  eithf.'r 
o!:,iective  or  subjective  health,      iiealth   status   conceptuallv    is   the  proper 
outcome  measure  for  the  effectiveness   of  the  specific  population's  medical 
care  system,   althouoh  attempts   to  relate  variations   in  health  status   and 
the  effects  of  avail al>le  medical    care  have  proved  d-'fficult   and  oenerallv 
unsuccessful.      It  cannot  he  measured  v.'ith  measures   of  available  iiealth 
resources  or  services   (such  as   ohvsician  to  population  ratios)  v^'iiich,    in 
this  context,  would  he  process  r;easures. 

IIF.ALTI1  SYSTfllS  AGfriCY    (USA)   -  A   health  planning  and  resources  development 
anency  dcsienatcd  under  the  terms   of  the  'lational   liealtii   Planninq  and 
^^esources   nevelonment  Act  of  1^74,   PL  03-641.     PL  93-C41    requires  the 
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ili'f.  ii't'.-ition  cf  an  1:''"'.   in  oacii   of   t'lc  lioalth   S(}rvice  arcds   in   tho 
''iiitoci  States.      I'S."'",   drt'   to  1m:  !ion-;)i-t)fi  t  nrivaLo  corporatit)iis , 
iMiI'lic  riM'idnal    iilaniiiiu'   I'odit^'. ,   o)-  single  imil'",   of   Idcal    novcrn- 
iii'iit.    aii'.l   at'.-   (:':ar',i(>i|  \.'itli   pi^rfiMi  i  iii'i    tJio  l)!>a](!,   nl. '11111111'   aii'l    vc 
.iMiri:('',     !ovi"l(>;i; 'i>iil.    I'linctioii'.    li',t'\!    in   '".oction    liil,'  o!    tiu^   '  ll''    ":  t  . 
'';:•    l;'i'il    s  ;  r'lc  liir.  ,    si.',^,    i.iii  mkv;  i  f  j  (vn   ,:n  I   o^vmm  !.  ii^:.   nf  i''''r,   ,ifi- 
-.UH'iri.sl    in    >rcLioii   IIHT   (if    t!i'>    ^\-l.      IIS"    rune  I  i(Mr..    IiuIuvIl   prr- 
■\ira!"iiir,   of  ,.   'hMlt'i   s^stoi;  ;i1m    (!!'~.1')    r^n'i  a.ii   ainiu,)!    i' ;'l(:i  loiita  Limi 
I'lati    (Mf),    tV'   issiia.ncr   of  'M'ants    an'l   contracL^. ,    L!.'.'   roviov;   tin''!   a\i- 
'M^civ  il    or  i1  is  i:inroval    of  iM"o;in>o<!  nsos   of  a  ''i'"*''  rarcic  of  rc'eral 
funics    in   th'^  aqnnc^'s   ht'olt:;   :;crvico  aro^,  anH  r^vic-v:  of  iTropoco.i 
no' ■  an'  pxistinr   institutional    lioaltli  services  an.J  making  of  rocom- 
niendations   resnectinc]   them  to  state  health  plannina  and  development 
anencies.     l!S"s  replace  previously/   existin'^   area"iilf.  CiiP  agencies, 
I'ut  with  expaii'-'O'i  duties   and  pc/ers. 

|.!;'\LT:I  SYSTu';  I'LAiI   (II?1>)    -  .'   lonu  ranP!>  lt-alt!i   nlan  prepj-reJ  l,y  a   healtn 
systci'is  aner'cv  for  its  iu-altli  service-  area   speci  fyin'"'  the  !i.v">.lMi 
"(mI-j   coiisi  lorr-'-'   appropriate  by   tne  a(ic:ncv  for  tli'-   rrea.      The  IISPs 
ar-     Lo  l-'O  prep.u'ed   after  consideration  of  national    riiidr^lines    issued 
1  ■'  I!!'.!  and   shidv  of   tlio  cliiiracteris  t  ics ,   ro5ourc;''s   .,nd  snocial    •leo.!'; 
iif   Lilt}  heal  til  sorvici;  avvii.      ''oction   ][^]'->  of    tho  ri!.'~   ."ct   reouii'os   .uid 
:ip{M:iries    tho   nature  of  an   liSP.      .'00  also   "annual    iMoloMrntation   plan'. 

HIl.L-'..l'!'Tf''n   •    l.ccisl  at  i  on  ,   and    the   pro'iraris   oin^Mtovl   undor    tliat    1  .^n  i',"|,i  t  ion  , 
for  federal    sui^ixirt  of  construction   and  i.ioderniza tion  of  hospitals   and 
ot:i{>r  health   facilitit;s,   Letiinnino  with  !'L   7';-7l-'l',   tiir-.  I'ospital    "urvi^y 
and  fonstruction  .'\ct  of  l':''ir-.     Tiie  oriqinal    law,  v/liich   has  been  aiiendod 
frroiiently,   provided   for  surveyino  state  needs,   d'^volopinq   plans   for 
construction  of  hospitals   and  oul.lic  health  centers,  and  assistino   in 
construct! no  and  Gouinninn   thor.      I'litil    the  late  KpOs,  nest  of   tlio 
ariendi.,ents   expanded   t!ie  nroqrai'i  in  dollar  anounts   and  scone.     I'ore 
recentlv,   the  administration  iias   attorioted  to  terminate  the  orcnrari 
while  tho  Connress   has   sounht  to  restructure   it  tov/ard  support  of  out- 
natient  facilities,    facilities   to  serve  areas  deficient  in  liealth  ser- 
vices, and   traininn  facilities   for  liealth  and  allied   health  professions. 
I'nder  PL  '')3-i"/ll,    the   National    Health   Planninq  and   I'.esources   ncvolopi.ient 
;\rt   of   1074,   tlie  Hi  1  l-Purton  pro(;rapi  i;ill    le  administered  hy  tiie  state 
hoaltli  plannin"  and   devf^lopment  aqoncy.      The  Purpose  of  the  oxistinn   Hill- 
iMirton  proqraiiis  v;as  modified  i.v  PL   'iVf./ll    to  allov;  assistance   in   the   form 
of  qrants,    loans   or  loan  "uarantees    for   the   follov;inn   purposes  onlv; 
moilornization  of  healtfi   facilities,   construction  of  outpatient  health 
facilities,   construction  of  inpatient  facilities   in  areas  v/hich  have  ex- 
perienced recent  rapid  population  qrov;th,   and  conversion  of  existinq 
I'.iodical    facilities   for  the  provision  of  ne\i  health  services. 

liO'lE  ilLALTIl  CARE  -   Health  services   rendered  to  an  individual    as   needed   in  tfie 
home.     Sucii  services  are  provided  to  aged,  disaL;led,  sick  or  convalescent 
incJividuals  v/ho  do  not  need   institutional   care.     The  services  may  be 
provided  hy  a  visiting  nurse  association   (V'lA),   liome  iiealth  agency, 
hospital   or  other  organized  community  group.     They  may  be  quite  soecial- 
izo(i  or  comprehensive   (nursing  services,   speech,   piiysical  ,  occupational 
r>nd  rehabilitation  therapy,   homemaker  services,   and  social   services). 
Hndor  [iedicare,   sucfi  services  msut  be  provided  by  a  iioine  health  acency. 
I'nder  'ledicaid,   states  may,  but  do  not  have  to,   restrict  covcraqe  of 
'lome  health  care  to  services  provided  by  home  health  aciencies.      In 
I'ontana  Home  health  Aoencies  are  licensed  by  the  i)ivision  of  I'ospital 
and  i'odical    facilities. 
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lii'^SPIT'AL   -   An   institiiUon  whoso  nrii:i<irv    function   is   to  npovide  innationt 
sorvicos,   di.iqnostic  and  thnraDcutic ,   for  a   variety   of  modical    con- 
ditions, both   surfiical    and  nonsnniical .      In   addition,  most  hospitals 
IM-oviflo  soiiu.'  outpatient  servicers ,   particularly  oi'im^cncv  caro.      Ilos- 
oitals   aro  .;l.issi  fiod   tiy    loPMth  of   stay    (short-ton.i  or   lonn- ten;;)  , 
as   toachimi  or  nontcachin<i ,   hy  ii:a,jor   type  oi"  sorvicr   (psychiatric, 
tutjorculosis,   oonoral   an(1  otfior  specialities,   such  as  natornity,  child 
rrn's   or  oar,   nose  and   throat),   and  [iy  control    (•lovorni  lont ,    federal, 
state  or  local,    for-profit   (or  proprietary),   and  nor-nrof i t) .      The   hos- 
pital   systei.i   is  dominated   Uv   tlie  sfiort-term,   neneral  ,   non-profit  coiii- 
nunity  hospital,  oft-^n  called  a   voluntary  hospital. 


I 

niCIDCflcr  -  In  epidern'oloqy,  the  nuMbcr  of  cases  of  disease,  infection,  or 
sone  other  event  havinq  their  onset  durinq  a  prescribed  period  of  time 
in  relation  to  the  unit  of  population  in  \4iich  they  occur.   It  neasures 
I'lorbiditv  or  other  events  as  thev  happen  over  a  neriod  of  time:   the 
number  of  accidents  occurring  in  a  i.ianufacturinc  olfnt  durinq  a  year 
in  relation  to  the  number  of  enplovees  in  the  plant;  or  the  number  of 
cases  of  mumps  occurrinq  in  a  school  durino  a  month  in  relation  to  the 
pupils  enrolled  in  the  school.  L'suallv  refers  only  to  the  niimber  of 
new  cases,  particularly  of  chronic  diseases.  The  incidence  of  common 
coldsis  hiqh  relative  to  their  [irevalence.   In  healtli  economics,  the 
distrilMition  of  a  tax  amonq  iiroups,  usu<illy  income  croups,  in  tiir>  !ir)pu- 
lation.  nominal  incidence  is  the  distribution  iiandrted  by  luv/,  such 
as  a  specified  division  of  a  f)ayi-oll  tax  Ijetv/pon  employers  and  i>i:')loyeef 
I'Himate  incidnnct^  is  the  distril'utinn  after  the  income  effects  of  the 
Lax  are  alloi>'od  for.  lor   example,  ii;ost  econoiiists  feel  that  t!ie  ei-- 
plover's  share  of  a' payroll  tax  is  utlii".itelv  !-orne  by  the  eiiinleyees 
in  lov.or  \/ai;ies  or  consumers  in  i)iqlier  nricos. 


i:i!5n:"'ITY  -  linder  health  insurance  policies,  (benefits  in  t-ie  form  of  c^sh 
payments  ratlier  than  services.  The  inJei::nity  insurance  contract  usu- 
ally de'''inos  tlie  maxinum  amounts  ''hich  \n]^    be  naif!  for  tlie  covered 
services.   In  most  cases,  after  the  nrovider  of  cervic"  has  billc^  the 
patient  in  the  usual  '"ay,  the  insuret'  oorson  sijbnit:.  to  the  insurance 
cn-Tvnnv  nroof  tiiat  lie  lias  paid  the  bills  and  is  then  reinfairsed  by  the 
company  in  the  amount  of  the  covered  costs,  mal;inq  up  the  difference 
himself.   In  so;:"^  instances,  the  provider  of  service  !"fly  ccmolete  the 
necessary  ^'or  is  and  sulnit  them  to  the  insurance  company  directlv  for 
reimburserient,  billinq  the  patient  for  costs  v/hich  are  not  covere.i. 
Indemnity  benefits  (\rr:   contrasted  u'ith  service  benefits. 

IflDIIUTT  COI^T  -  "  cost  i/hich  cannot  !■(.■  identified  dinctly  witii  a  nartitu 
lar  activity,  service  or  product  of  t!ie  proc'ram  "xoer  iencinn  the 
cost.   Indirect  costs  arc   usually  ap|)ortion(?d  amunq  the  proqram's 
services  in  prooortion  to  each  service's  share  of  direct  costs. 

rni'TCT  PROVinrn  -  •  nder  PL  93-641,  an  individual  not  onqared  in  the  direct 
provision  of  healtfi  care,  !)ut  whose  snousc  is  a  direct  orovider  of 
.health  services,  or  who  holds  fiduciary  responsibility  for  service 
orovision;  or  who  earns  qreater  than  in:'  of  his/her  income  in  the  health 
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in'lustry. 

iriP'.Tir'lT  -  A  [)atif>nt  v/ho  has  been  ao'iiiitted  at  least  ovorninht  to  a 

liospital  or  ot!)cr  hoaltli  facility  (v/hicli  is  therefore  responsille 
for  his  room  and  hoard)  for  t!ie  purpose  i-'f  receivini;  diagnostic, 
ti-(;atnient  or  other  health  services.   Inpatient  care  r;eans  the  care 
iiiven  iniiationts. 

i:iSTITl:TIO;jAL  urALT!!  f.ERVICf.S  -  Health  services  delivere.!  on  an   inpatient 
I'asis  in  hospitals,  nursinq  homes,  or  other  ir.patient  institutions, 
and  by  health  maintenance  orqanizations ;  but  rav  also  refer  to  ser- 
vices (ielivered  on  an  outpatient  basis  by  departments  or  other  ornani- 
zational  units  of,  or  sponsored  b  v ,  such  insti  tutioris .  The  'lational 
Health  Planninn  and  Resources  :)evelonrient  Act  of  l'>74,  PL  ':'3-6'll  (Sec- 
tion 1531(5)  of  the  PII5  Act)  defines  tliem  as  services  and  facilities 
sub.iect  under  lini  rules  to  Section  1122  review,  and  requires  that  all 
institutional,  but  not  non-institutional,  health  services  l)e  sub.iect 
to  certi  ficate-of-noecJ  reviev;  and  periodic  review  for  appropriateness. 

r!TrP.:T')I.ATL-  care  TACILITY  (ICr)  -  An  institution  recognized  under  the  "edi- 
cai(]  proqram  <jhicli  is  licensed  under  state  lav;  to  nrovide.  on  a  renu- 
lar  basis,  hcaltii-related  care  and  services  to  individuals  who  do  not 
require  the  decree  of  care  or  treatment  which  a  hospital  or  skilled 
nursinq  facilitv  is  designed  to  provide,  but  who,  because  of  their 
i'!ental  or  physical  condition,  require  care  and  services  (above  the 
level  of  room  and  board)  which  can  L'o  p)ade  availafile  to  tfien  only 
throuq';  institutional  facilities.  Public  institutions  for  care  of 
the  mentally  "retarded  or  people  with  related  conditions  are  also  in- 
cluded. The  distinction  tietween  "liealtli-related  care  and  services'- 
and  "room  and  board"  has  often  proven  difficult  to  make  but  is  important 
l^ecauso  ICFs  <^rc   subject  to  quite  different  regulation  and  coverage 
than  institutions  wfiich  do   not  provide  health-related  care  and  services. 
'\n  irr/MR  is  an  ICR  which  cares  solely  or  particularly  for  the  mentally 
retarded. 


,1 

dni:!T  COn;iISSIOrJ  on  ACCnrniTATION  or  hospitals  (JCAII)  -  /^  private,  non-nro- 

fit  organization  whose  purpose  is  to  encourage  the  attainment  of  uniformly 
high  standards  of  institutional  medical  care.  Comprised  of  representa- 
tives of  the  American  Hospital  Association,  American  ^ledical  Association, 
American  College  of  Physicians,  and  American  College  of  Surgeons,  the 
organization  establishes  guidelines  for  the  operation  of  hospitals  and 
other  Ileal th  facilities  and  conducts  survey  and  accreditation  programs. 
\   staff  of  medical  inspectors  will  visit  hospitals  Iw  invitation  and 
examine  the  operation  of  tlie  hospital,  the  organization  of  its  medical 
staff  and  its  patient  records.  Hosnitals  with  25  or  more  beds  are  eli- 
nible  for  review,  '^n  the  basis  of  inspection  reports,  the  hospital  may 
lie  nranted  "full  accreditation"  (for  three  years),  'provisional  accredi- 
tation" (one  year),  or  none.   Accreditation  has  been  used  l^y,  or  adopted 
as  a  requirement  of  specific  nublic  proorams  and  funding  ariencies,  cf'., 
hospitals  participating  in  tlie  I'oc'icare  program  are  doem(\l  to  liavo  met 
most  conditions  of  Morticioation  if  tfiey  are  accredited  by  the  .ICAII. 
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.irr   '""riTY   mnr   -    '^    riro  '-.ifptv  a^'r  m-onnrod  l.v   tlip  'l.Ttional    Tiro  Prn- 
ti^i-t  idii   "ssdci.U  inn.      1  Ik^   urovi '.ions   of   tfiis    fn.''^    ('TrV'^.,    ?.}s,t  oili- 
ti(in,   1^^^7)    ri-'latirid   to  liosnitnls   and  nursin()   fricilitins  must   (ex- 
coi't   in   instancos  whore  <\  v;.iivor  is  (^rnntoil)   l)e  mot  by    Focilitios 
ciM'tiried   for  iurticiim t ion   undor  iiedicaro  and  'Icdicaid.      The  S(^cri'- 
tafv  of  i:r'''  i:iav  accont  a   state's    firo  anci  safetv  codo,    in   liou  of   tlio 
I'T'?  odition  of  tho  Lifo  Safotv  fiulp ,   if  ho   finils   tliot   it   is   iiiu)osr>d 
!'\/   laK'  and  will    provide  adociuato  protection  for  inpatients  of  nursinq 
facilities.     The  Code   is  hasod  on   the  Soutfiern  Standaril  Ruildirm   fode 
v'liicii  contains  ontiiium   (not  ininiiiui:')    stan-Jai^ls. 

.0'!ri-T[  n't!  CART   -   Health  and/or  personal    care   services   reruired  ly  persons 
vho  arc  chronically   ill,   aned,   disaf^led  or  retarded,   in  an   institu- 
tion or  at  hone,   on  a   loncj-ten.i  basis.     Tlic   term   is  often  used  mere 
narrowly   to  refer  only  to  lonn-teriM   institutional    care  such  as   that 
■irovided   in  nursinq   hones,   homes   for  tlie  retarded  and  mental    hosi^itals, 
"I'lulatory  services,   such  as   hone  healtli  care,  niiich  can  also  he  pro- 
vided on  a   lonn-tern  hasis,   are  seen  as  alternatives   to  lonq-tern  in- 
stitutional  care. 


n 

: '.U pp. ",CT I rr  -  Professional  misconduct  or  lack  oT  ordinary  skill  in  the  ner- 
foniiance  of  a  professional  act.  A  practitioner  is  lial^le  for  damanes 
or   injuries  caused  1^  malpractice.  Such  liability,  for  some  Professions 
like  ii:edicine,  can  bv.   covered  l^-y  malpractice  insurance  anainst  the  costs 
of  defendinq  suits  instituted  anainst  the  professional  and/or  anv  da- 
manes assessed  hv  the  court,  usually  up  to  a  maxiiiur,  limit.  Malpractice 
r-^iun'res  that  the  patient  demonstrate  some  injury  and  that  the  injury 
he  necilifientlv  caused. 

ITItnX  -  Physician  assistant  pronrams  devc^loped  specifically  for  fonner  mili- 
tary medical  corpsmen  with  independent  duty  experience.  These  nroqrams 
train  pfiysician  assistants,  especially  for  qeneral  practitioners  in 
rural  areas,  i'lost  Medex,  as  qraduates  of  the  programs  are  called,  have 
been  trained  to  work  with  specific  physicians.  The  first  such  pronram 
"as  hequn  in  1961  l)y  Richard  A.  !~>mith  at  the  University  of  Ifashinnton, 
in  cooperation  with  the  IJashinqton  State  fledical  Association.  The  pro- 
qrams  qenerally  consist  of  three  months  of  university  training  and 
twelve  months  of  oreceptorship. 

'irniCAin  (TITLC  XIX)  -  '>  Federally-aided,  state  operated  and  administered 
proqraiii  which  provides  medical  benefits  for  certain  lov;-income  persons 
in  need  of  health  and  medical  care.  The  program,  authorized  bv  Title 
XIX  of  the  Social  Security  Act,  is  basically  for  the  poor.  It  docs  not 
cover  all  of  the  poor,  however,  but  onlv  persons  wlio  are  members  of  one 
of  the  cateqories  of  people  who  can  be  co^'ered  linder  the  v/elfare  c.ise 
payment  proqrams--the  acied,  the  blind,  the  disal/led,  and  mombers  of 
families  with  dependent  children  where  one  parent  is  absent,  incapaci- 
tated or  unemployed.  Under  certain  circumstances  'itates  may  provide 
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'"(.'■'icai'l  cnvvii-aqo    for  c!rildro!i   un'.l;:r  21   \;ho  arc  net  cateroricallv 
T'^lat;}'!.     Sur.ioct   to  hroad   fC'.lcral    nui'lrrl  ines ,   stato's   determine   the 
ii.-nefits   covereii.   ornciran  elini(-i  li  t.y ,   rates   of  navr-oiit  for  provi'Jors, 
cru'  i;othn('s   of"  a.'ii  ,in  i  storinc;   tiio  proqran.      Moi!icai'.!   is   ostiiiated  to 
Di-oviJe  srjrvices   to  sonc  25  nil! ion  ncoplo,  vitii   fc'-:eral- state  ex- 
■\Mi(iituros  of  anproxiriately   "^li'.'j  i  ill  ion   in   fiscal    year  ^'^7'J. 

'irni'^'L  .'^l'!"'!T    •   'lotpi  1::;'  retrospective   rcvici'  and  evaluation  of  selects' 
!'.   Meal    ri:cor  Is  L.v  cualifie..!  nrofessional    staff,     ''e^iical   aijdits   ?rc 
'I'Wii   in  sni.ir  'ios'">i  cal  s ,   nroiip  practices,   and,  occasionally  in  private, 
irid;  pondent  nractices   for  evaluatin>i   professional    perfon.iance  'iv  coi".- 
p.'rirn^    it  i/it!i   .^cct.pted  critcM'i.:,   staridards   atil  ciirr,,'nt   iirofessioml 
J^.'di  orient.      "   i-.dical    aiidit    is   ir.iiall^/   coticcrne'..'  vii'i   tii'.:  car:"-  of  ,; 
'iivi^ii   illnecs    -rid   is   undertaf.en    to   idontifv  defieioncios    in   t!iat  car- 
ill   .intiri  w'tii'M  (-f   :"ducational   prnnrans    to   iv^rove    jL. 

"i":'dr'M!V   '   iPf  P'^d  ■^vi'-   ^'.'nMiLATIi'^'l  -  T^ie  iionul^tion  of   -^n   :ir:  ai;  or  rural    ar^ -■> 
■..it::   ;;  siiort-aer.  of    larsonal    licaltli  s;-'rvices,   or  anotfier  oopulation 
(■roup  iiaviiui  a  sliortage  of  sucli  services.      A  i.iedically  underscrvod  popu- 
lation \idiy  not   reside   in  a  particular  riedically   undorservcd   area,   or  le 
defined  !;y  its   nlacc  of   residence.     Tiius  i.irrants,    .ativt;   'MGricaiU;   or 
t';e   innatos   of  a   •''rison  oV  i.;ental    iiosoi  tal   i-'ay   constitute   sucii  a  poou- 
lation.     T';e  tern  is    Jefinei  aiK:  used   several   nlaces   ir-.  t:io  I'll?,  .'ct  in 
order  to  pive  suci:  :)C,"iulations   'irioritv   for  federal    assistance,   e.e., 
in   t'lr   '1"^   an-d   ','!;sr  uroeraris. 

'irPI'^';!;;    (TITIC   )d..'ll[)    -   ,"    nationwide  'lealtd   iiisurance  iiroc.raii  for  oeople 
aian.!  Cj  and  over,    for  persons   clicjiUa   for  sociul    security  disafility 
:'a/i:;ents    for  over   t'.'o  vears,   and   for  certain  '.'iir':ers  and   their  de;)(}n- 
leiits    dio  need   kii'nev   transnlantatinn  cr  dialysis,      dealt:!   insurance 
•MMteetion   is   availadl;^   to   insured  |v>r;,ons  i/it.iout   reeard   to    incorir. 
'oiiies    froi^i  'i<i\'rol  I    taxes   d^n^l  preiiiui.is    froi;:  lienr  fici.ir  ies   <ire  drpo'.it- 
e-;   in   special    trust    idinds    for  use   in  nicotine   tiie  ex^vensos   incurred  Iv 
tlie    insured.     T!ie   :M'i)(]rai;i  '.ms  enacted  duly   d''',   I'ddj.   as  Title  .'(Vlll  — 
ileal  tl)   Insuranc;     U)v   tlie  .'U;ed--of   tlie   social    f.i-cui'i  tv   •''ct,   and  i.r.cdi.ic 
elfrctive  Qv  dulv    1,    1  'tO .      It  consists   of  two  separate  but  coordinated 
pro(irai'is,     l-osnital    insurance   (Part  ."■),   atid,   supiile: 'ontary  luedical    in- 
S!jr,;nce    {nar'\   !.)  . 

;adl)i"PdI/ATIO:l  -   Peiiodcl  iny ,   renovation  or,   seriL-tinos,   replacer.iGnt  of  dealtii 
facilities   and  ceuipi^ient  to  f-rinq    tiieu  uj)   to  current  construction 
standards,   into  conplianco  witfi   fire  and  safetv  codes,  or  to  meet 
conteiioorarv  Itcaltti  delivery  needs   and  capabilities.     Usually   ii  plies 
no  increase   in   facility  capacity,  e.o.,   in  the  case  of  a  liospital, 
tiir   total   availalilc  nuinl^er  of  L>eds  would  not  Ic  increased.     Defined 
and   supported  under  the  llill-Curton  jjronraM   (Title  XVI   of  tlie  Pl^S   ,vt) . 

"lORdiniTY   -  Tlie  extent  of  illness,    injury,   or  disaltilitv   in  a   (iefined  popu- 
lation.     It   IS   usually  expressed   in  peneral    or  specific   rates   of  inci- 
dence or  prevalence.      Sonietines   used   to  refer   to  any   episode  of  di-;- 
ease.     See  also    'mortality'. 


52 


'lOf;!^!  !Y    -    IVatii.      Hscvl    to  ilos(;rilN>    lUc   relation   ol    JiMtJts    to   tlic-  popu- 
Lif.ioii   in  which   Llir',/  occur.      The  iiortality  ratr   (>li^^th   rate)   oxin-o';- 
'.■^'-,   tho  nui.il'Oi-  or  .li-aths   in  a  unit  of  population  ^vit!lin  a  iiroscrilns! 
tii'i::  ani  i.iav  [.o  GX()rossei]  as   crude:  death   rates    (o.i).,    tutal   death:, 
ill   relation   to   total    pofiulation   liurinci   a   year)   or  as   rates   siiecific 
for  diseases  <vu\,   sonetiiiK^s ,    for  a<ie,   sex,   or  otiier  attributes    (e.c., 
nuriher  of  deaths   froi.i  cancer  in  w!iite  riales   in  relation  to  tlio  white   male 
copulation  durino  a  vear). 

N 

:!ATIO"!.'^L  COUilCIL  0^!  IICALTi'  PLA;i[linn  -  A  fifteen  (15)  raemher  advisory  coun- 
cil that  monitors  inpleirentation  of  PL  93-641  and  consults  vn'th  the 
!~ecretarv  of  lir.l  on  riovelonnent  of  national  healtri  planninq  guidelines, 
and  evaluates  nev;  nedical  tochnoloqy's  role  in  the  health  system. 

■'Crn  -  Sonc  thinq  or  ac-tion  wiiic'n  is  essential,  indispensable,  required  or 
cannot  be  done  or  lived  v;ithout,  a  condition  narted  hv  the  lac!-;  or 
i/ant  of  soine  SLich  thinn  or  action.  The  presence  or  absence  of  a  need 
can  anvi  should  be  ^'leasured  bv  an  ol).iective  criterion  or  standard.  ricP'ls 
nav  or  inav  not  be  perceived  or  expressed  by  the  person  in  need  and  must 
bo  distinguished  fror.i  demands,  expressed  desires  whether  or  not  needed. 
Li  Ice  appropriateness,  need  is  frequently  and  irregularly  used  in  health 
care  witli  respect  to  lioalth  facilities  and  services  (see  "certificate 
of  need"),  and  people  (see  "tnedically  needv").   It  is  thus  innortant  to 
specify  what  thinn  or  action's  need  is  i)einq  considered,  by  what  cri- 
teria the  need  is  to  be  established,  by  \;hor;i  (orovifior,  consumer,  or 
third  nartv),  and  \''ith  \ihat   effect  (since  payment  for  services  by  insur- 
ance is,  for  instance,  sometimes  conditioned  upon  tl-,e  necessity  of  their 
provision) . 

MCiniT^ORtiDOD  lILALTi:  CCriTLP,  -  An  ambulatory  health  care  pronram  usually  serv- 
inq  a  catchment  area  witli  scarce  or  non-existent  iiealth  services  or  a 
population  with  special  health  needs.  Often  kno\/n  as  community.  Hrant 
support  for  sucM  centers  was  orininally  provided  on  a  research  and  de- 
monstration !)asis  from  the  Coninunity  Action  rroqram  of  the  Office  of 
Pconoiiic  Opportunity,  fiuliseouently ,  the  fundinn  authority  for  these 
[iro.iects  sliifted  to  Section  314(e)  of  the  Pullic  Health  ''orvice  Act. 
Oommunity  healtli  c(^nt(?rs  attei.ipt  to  coordinate  fo'lrral  ,  state,  and 
local  resources  in  a  sinqle  orqanization  capal^le  of  doHverinn  !iot!i 
health  care  and  relate'^  social  services  to  a  riofinrd  population,  ■"'thrr 
'■'nb^ulatorv  centers  providinq  health  services  in  areas  of  medical  under- 
service  and  supported  vith  31  ^(e)  funds  includ'-"  family  health  centers 
arif!  community  health  networks.  PL  94-63,  the  Health  'Revenue  Sharinq 
and  Health  Services  Act  of  1975,  incorporates  "neiqhborhood  health  centers", 
"familv  healtli  ceters"  and  "cociiiuni ty  centers'  ,  defined  in  Section  330 
of  the  PI!o  "ct.  "hile  suc!i  centers  may  not  direct!^'  provide  all  types 
of  healtli  care,  thev  usually  take  responsibility  for  arranqinf:  for  all 
medical  services  needed  1  v  their  patients. 

''!!R!^r  -  An  individual  whoso  primary  responsibility  is  the  provision  of  niirs- 
inq  care.  A  nurse  can  be  defined  as  a  nrofessional  person  oualified 
i-y  education  and  authorized  !)y  law  to  practice  nurs'in".  There  are   manv 
different  tvnes,  specialities  and  orades  of  nurses  v.'liose  names  ara 


criifr-all"  dPSiifip  Li  vt"-   o!    Vw\v  :,'HH:inl    rcspmis  I'l.i  1  i  t.iL">    (sucii  -is 
c'),irii''   ov  !km>',    'his  -  j  tp  1  ,    ;iriv,it,i'   nv  'ir'ivatt>  <liiLy,   !)iiMic   lu'.iHii, 
■u-'ioi^l  ,   ,iiul   1  iciM)';i>  !  practic.il    nurses). 

'!l'n''L   ^'-ACTITIi'ilL's  -   '\   roni  stored  nurse;  (lualifiod  and  special  ly   trainee! 
to  jirovide  prirvir^'  care,   includinci  uriinary  health  care  in  homes   and 
in  aril.-ulatory  care    facilities,   lonq-terri  care   facilities   and  oth.er 
iioalt'i  care   institutions.     iJurso  practitioners  nenerallv  function 
uniier  su[)ervision  of  a  physician  but  not  necessarily  in  Iiis  presence. 
T!ioy  are  usually  salaried  ratlier  tliari   reinbursou  on  a   fee-for-service 
basis,   altiiouqii   the  supervising  nliysician  r.-.ay  receive   fee-for-service 
roiinbursepeiit   for  their  services. 

Mpncj'ir,  i!n'i[;s   _  renerally  a  vide  ranoe  of  institutions,   other  tlian  hospitals, 
',.'hicli  nroviiie   various    levels   of  maintenance  and  personal   or  nursinn 
care   to  peonle  \/ho  are   utial'le   to  care    for  themselves   ^nA  \!l)o  i^av   !iave 
health   problems  -/hie!!   ranne   from  i:;inii"al    to   ver'   •'.'^rious.     Tlie   ten;   in- 
cludes free  standino   institutions,   or  identifiable     components   of  otlu^r  . 
health    facilities  v.'hich  provide  nursino  cari^  aw^^   relatoii  servic<^s,   oer- 
S(inal    care,   and   residential    car'V      *':irsinr   'lomes   include  sl.illcd  nurs- 
inn   facilities,    inten-icdiate  care   facilities,   and  ext(M-!deJ  care   facil- 
ities,  but  not  beardino  homes. 


n:-,irrTT'T    -    In   iicalth  'ilanninn,   .^  eiiantifie^   statcient  of  a  desired  future 
state  or  condition  vith  a  stated  deadline  for  acbiiovinq  the  objective, 
such  as   an   average  access   tir'o  for  erernency  medical    services   of  less 
than   ''T  minutes  l^y  }^7C- ,   or  dev.'>loni  lent  of  an  operational   PSRO  by  1977. 
i  en  1th  r-'lannin'"  s;)ecifies  objectives  w'licii  \'ill,  when   imolemented,   achieve 
its  nnals.     See  also   ''policy'    arid   "ludnet". 

'■^rcliP'' ;C''   '^'^Tl    -   *■   mnasuri'  of  inpatient   hoaUii   facility   use.   determin<-d  bv 
'ivi-linn   availa!  lo   l''.^-|  days   i^'  patient    lav..      !t  measun^s    the   average 
.i^rcentae'-'  of   a   hos'->iLal's  iM^ds   occuin'ed  <uiil  may   !  f>   ins  ti  tution\'id(' , 
ei-  '.'ipci''^ic   for  onn  departi''ent   or  servict^ 

'^rciT'^TTeM"!    ]ir/\Lj,:  ^srr>yTf;[;s   _   HoaUh  services   conci^rnc'i  "i  th   tlie  physical, 
;-ipntal    and  social   \'nll-!)einn  or  i.^an   in   r(?lation   to  'n's  '-/ork  and  \.orl.- 
ipo  environment,   and  \/ith   the  adjustment  of  man   to  his  work  and  v/ork 
to  man.     The  concern   is   thus  wider  than  the  safetv  of  the  v;or'',place, 
and   includes   health  and  job   satisfaction.      In  tlie  I'nite  '  States,   t!io 
nrincipal    federal    statute  concerned  "itli  occunational    iiealtb.   is   tiic 
^''ccupational   !"dfetv  and  llealtli   ''ct  adniinistere'i  l-y  the  Tccueational 
Safety  and  I'e^^'lth  .'-.'i^'ini  strati  on   ('^SH'')    and  tlie  ''ational    Institute  of 
"ccuoational    ''afrtv  and  Health   ("IPSi;). 


P,"Tir".T  ORFJ'!  ST'dilY   -    "   sLuiIy,   usually   ui;d(;rtakcn  bv  an   indiviflual    aealtl; 
pronran  or  !iealt!i   plannino  aqency,   to  determine   the  (leoqrapiiic  distri- 
bution of  the  liomes   of  the  patients   served  bv  one  or  more  bicaltli  pr(.- 
orans.     Such  studies   help  define  catcfifierit  and  medical    trade  areas, 
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and  arc  useful  in  locatinr  anci  nlannino  the  dPvc;loni"ont  of  nev  ser- 
vices. 

PEHR  nrVlC!  -  Generally,  the  evaluation  by   practicino  ;>hysicians  or  other 
:irofessionals  of  tlie  effectiveness  and  efficiency  of  services  ordered 
or  nerforned  'iv  other  practicin'i  [ihysicians  or  other  iiierilicrs  of  the 
iirofossion  vfios(^  \;o)i;  is  heimi  riwiev.'ed  (peers).  Frer;uontlv  refers 
to  the  activitio'.  of  the  Professional  Staneiards  Review  Hrnanizations 
(r'W\0)  v^fiicli,  in  Tf/^,  i.'orc  reciuin^d  hy  I'L  ^^'-6(13  to  review  services 
provided  under  the  Medicare,  "ledicaid,  and  flaternal  and  CIrild  IkMlth 
proarar's.  Local  ("'.POs,  '.'liich  receive  federal  nuidance  and  fundinn  fror.i 
IT',',  are  staffed  hy   local  physicians,  osteopatlis  and  non-physicians. 
Tlieir  duties  include  the  ostahlisfinient  of  criteria,  norns  and  standards 
for  diaqnosi's  and  treatment  of  diseases  encountered  in  the  local  rS\lO 
jurisdiction,  and  review  of  services  that  are  inconsistent  with  the 
estahlished  norins,  e.q.,  hospital  stavs  lonqer  than  the  normal  length 
of  stay.  The  norins  nay  be  input,  process  or  outcone  measures.  Peer 
review  lias  been  advocated  as  the  only  possible  form  of  nuality  control 
for  medical  services  because  it  is  said  that  only  a  physician's  pro- 
fessional peers  can  judqe  his  work.   It  has  t^een  criticized  as  having 
inherent  conflict  of  interest,  since,  it  is  said,  a  physician  will  not 
properly  judge  those  who  will  judge  him,  and  also  as  not  adequately 
reflecting  patient  objectives  and  points  of  view. 

PI.  ^3-C'il  -  "Tlie  '.'ational  Health  Planning  and  "esources  Hevelonment  Act  of 
l''^74".  Tfiis  Act  amends  the  Public  Ileal  tli  r.ervice  Act  and  replaces  the 
Pill-Purton,  rilP  and  Regional  fledical  Programs.  PL  92-CA}   adds  the 
following  key  titles  (sections)  to  t[)e  Public  Health  '-ervice  Act- 

Title  X_V-  This  rnn;  section  esLal)l  i  sfies  the  "lational  Health  l'lannin() 
anJ  Resources  Dovelopiiient  program. 

Title  XVI  -  This  replaces  the  Ilill-Rurton  loan  pronrani  for  .hospital 
and  facility  construction  and  modernization.  Title  XVI  calls  for  the 
development  of  a  state  medical  facilities  plan  whicli  must  be  incorpora- 
te(i  in  the  lonq-range  state  health  plan"]   (See  SHPDA) 

These  two  titles  compose  PL  93-i41. 

PLAfl'lIIIf;  -  The  conscious  design  of  desired  future  states  (described  in  a 
plan  by  its  goals  and  objectives,  and  description  and  selection  among 
alternative  means  of  achieving  the   goals  and  objectives),  and  the 
conduct  of  ttie  activities  necessarv  to  the  desiqninn  (such  as  data 
oathering  and  analvsis)  and  tiie  activities  necessarv  to  assure  tliat 
tlie  plan  is  achieved.  There  are  manv  different  definitions  of  nlan- 
ninn  and  descriptions  of  different  types,  includino;  long-ranqe  or 
perspective  (coverinri  15  or  more  years);  mid-raiiqe  or  stratenic  (5- 
If")  vears);  siiort-term  or  tactical  (1-3  years,  see  budfir.t)  ,  liealth  fa- 
cilities or  manpoi.'er;  community  or  program,  catecorital  or  comi)r(>hiri- 
sive  health;  normative  (based  on  norms  or  standards  v/ith  legal  L.isis)  , 
and  inductive  or  deductive  (used  v/hen  tiie  nlanninn  is  done  local  Iv  and 
consolidated  end  used  at  state  and  federal  levels  (bu'Lled  up),  or 
vic"'  versa  (trickled  down),  resiiecti  velv) .  The  extent  to  which  nlan- 
ninfj  is  rnsponsil'le  l^y  definition  for  imDlementation  of  the  nlans  is 
controversial,  as  is  its  relation  to  mananement.  See  also  "liealth 
olanninn"  and  "policy  . 
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'"PLK^'    -    ''    ("oursp  of  action    T.'ont.L'.i   an!   'iiir'^we'l  '  \'   a   cfw'Tii' 'ont , 

"?rt" ,    sTatosi'an,    or  f^tllor    i'v!iv;  lual    or  or'iai;  i  7a  h'on      anv  roiir'':(^ 
of"    icM'on   a.-foa!(^1   as   oroiHM',    advantarioous   or  t^xpodiont.      The  CotKiror.s 
iiakcs   policy  principollv  bv  wi-itiim    Ioi|  isl  a  l.ioii   an. I  ^  iuhIik:  t  iim  ovoi- 
•.iii'il    aitivilii",.      Tlii^    Lorn    i'.    '.i'Mi!.  ji'ics   iisis'    lo-,s   ailiV''!*'    lo   .loMcilio 
aru'    '.t.at.o   po'.itii'ii   on   nalLiM";    al     isMio,    i.t>.,    an   oriian  i  mI.  imi '  ■.    nn  I  i  i  >/ 
,!.al(^nont.   cm   ii.itional    lio,<l(|;    i iiMiranct^  !i(^ti'0(Mi   an    iir.uri'r  and    I. lie    iii- 
■"airod.      In   tho   i^x.'ciiti  vo  [iraaicii  of   thi^    fo'^cral   ndverni  ion  t ,   policios 
Avo  'IdcuDonts  '.'!iic!i   interori^t  or  onlarf)P  upon   rulos,   onl  <irc  sor.irjtii  los 
roforro(!  to  az  (luitlelinos .      Policies  boar  tho  sario  rolationshiD  to 
rulos    (roni.r  iations)   as   rulos   do    Lo   la:.',   except   tliat,   unlike  ronulaLions, 
tiiev  do  not  iTive  tlie  force  of  la\;. 

POVnATV   ■V.if'  -   An  ur'  an  or  rural   noograpliic  area  I'itli  a  hich  proportion  of 
lo\'  incoMS   famlies.      "'orrianv,   avorane  inconio   is  used  to  define  n 
novortv  area,   but  other  indicators,   sucii  as  housirin   conditions,   illo- 
rn'tinato  birtfi   rates   and  incidence  of   iuvenile  delinauency  are  sono- 
tines  adder!  to  define  qeonraohic  areas  v/ith  aovorty  conditions.     T!ie 
term  is  dcfino'l  nrecisely.   albeit  confusinoly,   in  PL  93-C41    (Section 
U  13(15)  of  the  'rir  ret). 

!'Rrr'',Y'T!!T  -    Inconsistently  used,   soiietiiiios   synonyiious  \'it'i   insurance,   sono- 
Lii'i^s   refers    Lo  any  oayi;ient  aliead  of   ticic!   to  a   nrovidor   for  anticinated 
'.orvices    (s;,.'ch  as   an  expectant  ir.otlier  navino    in  advance   for  nati^rnitv 
care),   sonietiiios   dis tinquished   from   insurance  as   rcfL>rring   to  oavniont 
Lo  ornanizations   (siicii  as  ll^'Os.   prepaid  qroup  Practices  and  medical 
foundations)  wliicli,   unlike  an   insurance  company,   take  responsibility 
for  arranninq  for  and  providinq  needed  services  as  v.ell   as  payinq   for 
then. 

PRIiVALrMCE  -  The  nun'ber  of  cases  of  disease,   infected  persons,  or  persons 

with  soi'ie  other  attribute,  present  at  a  particular  tine  and  in  relation 
to  the  size  of  the  population  fron  \.'hic!i  dra^yn.      It  is  a  neasurenont  of 
norbidity  at  a  moment  in   tine,   for  example,   the  number  of  cases  of  iierio- 
nhilia   in  the  country  as  of  the  first  of  tlie  year.     The  prevalence  of 
arthritis     '<s  high   relative  to  i  uS   incidence.     Prevalence  equals   inci- 
dence times  average  case  duration. 

PPFiVFflTIVE  '"FDICinZ  -   Care  wliich  lias   the  aim  of  preventing  disease  or  its 
consenuences.      It   includes  liealth  care  progran's  aimed  at  v/ardim  off 
illnesses   (e.g.,   iiiriunizations) ,  early  detection  of  disease   (e.g.. 
Pap  smears),   and   inliibiting   further  deterioration  of  the  body   (e.q., 
exercise  or  prophylactic  surgery),      rreventive  medicine  flovoloped 
subsenuent  to  liacterioloqy ,   and  was  concerned   in   its   early  history 
v/ith  specific  medical   control   measures   taken  against   the  agents  of 
infectious  (iiseases.     ','itli   increasinc;   knowledge  of  nutritional,  rialiq- 
nant     ^nd  other  chronic  diseases,   the  scope  of  preventive  medicine  has 
been  extended.      It  is   now  operatively  assumed   that  most,   if  not  all, 
nroblcns  are  preveritable  at  some  stage  of  their  development.     Preventive 
medicine  is  also  concerned  with  general   preventive  iieasures  aimed  at 
inprovinn   the  heal thfulness  of  our  environment  and  our  relations  \nth 
it  through  such  things  as  avoidance  of  hazardous  substance,  modified 


diet,  and  fanily  nianninn.      In  particular,   the  promotion  of  health 
throuq!i  alterinc  l)ohavior,   esnecidllv  by  health  education,   is  qaininr 
nroiiiinence  as   a  component  of  preventive  care.     See  f.lso   'public  health" 
and   "consultation  and  education  servicers''. 

Pur'Ai'V  fARI"  -   Basic  or  ()encral    lu>al  Lh  care  which  ei;'uhasi.:es    tlie   [■'oint  '-.■ht^n 
V.)o  patient    first,  seeks   assistance   from   tlie  medical    care   systei:)  and 
the  care  of   the  simpler  and  more  common   illnesses.     The  primary  care 
nrovider  us.u^.lly  also  assumes  onqoino   responsilii  1  i ty   for  t!ie  patient 
in  both  health  maintenance  and   therapy  of   illness.      It  is  cor.iprehensi ve 
in   the  sense  that  it  takes   responsibility   for  the  overall   coordination 
of  the  care  of  the  patient's   liealth  problems,   te   tliey  biological,   [  e- 
liavioral   or  sncial.     The  apjiropriate  use  of  consultants  and  communitv 
resources   is   an  innortant  part  of  effective  primary  care.     Suc'i  care 
is  npnerally  provided  by  physicians,   luit  is   increasingly  provided  by 
other  personnel    siicii  as  family  nurse  practitioners. 

Pni'^R!"^"  -    "   rational    assinnr-ent  of  a   preferential    rr?tinn   to  soret'iinc 
meritinr   attention   arionn  conpetinn   alternatives. 

nnoFfccrTr.ri.AL  S^.VinARDS   PfVIF'.,'  ORGANIZATIOM   (PSRO)   -   A  physician-sponsored 
orqanization  charqeri  "n'tli  cormrehensive  and  on-qoint]   reviev  of  ser- 
vices  oroviJed  under  tiie  liedicare,  ''c;.liraid  and  "aternal    and  Cliild 
I'ealtli  iiroqrams.     T'lC  purpose  of   the  reviei;  is   to  determine  for  jiur- 
poses   of  reii.'.bursei.'ent   under  these  :)ro<;rains  v.'hetiicr  services   are: 
i-edicallv  necessary,   providec!   in  accordar.cc  \;ith  professional   criteria, 
norms   and  standar"is-,   and,    in   thi-  casi'  of    institutional    servicf^s,   r'>nd- 
'red   in   an   aP|iropri<ite   settinn.     Tlie  recui  rc^ment    for   t'le  establishment 
of  PnpHs  ••;as  a<1dod  i.y   tiie  '"ocial    Security  Amendmenti,   of  ]V2,   PL   ':?.-CiJ3, 
to   the  Social   Sc^curity   "ct  as  Part    '■  of  Title  XI.     ?'.'''IC\  areas  liave  Uaon 
d.esiqnated   throuulioit   the  country,  ancJ  orciariizations   in  i.'any  of  tliese 
areas  dre  at  vat'ious  staqcs  of  i!:plei;ientinq  tl'e  reruired  review  functions, 
"ee  also  "peer  review". 
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P^OPRIfTARY  -  Profit  r;al.inn,  o'./ned  and  operated  for  the  purposes  of  makinq 
a  profit,  Vihether  or  not  made. 

PRO'^PrCTIVr  Rfl'iniiRSr^EilT  -  '•-ny  method  of  oayinq  hospitals  or  other  health 
prorrams  in  which  amounts  or  rates  of  payment  are  established  in  ad- 
vance for  the  cominq  year  and  the  Droqrams  are  paid  these  amounts  re- 
qardless  of  the  costs  they  actually  incur.  These  systetis  of  reiribiirse- 
nent  are  designed  to  introduce  a  denree  of  constraint  on  ch.arqe  or  cost 
increases  by  setting  limits  on  amounts  paid  durina  a  future  period.  In 
some  cases.  suc'i  systems  provide  incentives  for  imoroveti  efficiency  bv 
s'laring  savinns  with  institutions  tliat  perform  at  lov^er  than  anticipa- 
ted costs.  Prospective  reimbursement  contrasts  i;ith  the  method  of  pay- 
ment presently  used  under  Medicare  and  i'edicaid  where  institutions  are 
reimbursed  for  actual  expenses  incurreil,  i.e,  on  a  retrospective  basis. 

PPOVIPER  -  An  individual  or  orqanization  whose  responsibilities  involve  tlie 
provision,  administration,  teaching  or  development  of  health  services, 
activities  or  supplies.  The  provider  may  have  a  direct  or  indirect  in- 
terest in  tlie  health  industry. 

f^CPLIC  ACCOUflTABILITY  -  Responsible,  liable,  explainable.  To  account  means 
to  furnish  a  justification  or  detailed  explanation  of  financial  acti- 
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\itio'j;  nr  rcsnonsii<  i  1  i  tics  ,    to    njt-nish   siit  ^trin  tin!    r(.'^soti'-,   or  coti 
vinciri''  oxplancitions .      /-ccousitn' i  1  i  tv  ontails   dn   n!li"atinn   to  nfM-iol- 
ii'-all"  c'isclosr   iti   ,i(li;f;i]:i  Lf^  .lot.-Til    an-l   ccn.ir>toiit    Terr;   to  .ill    dii-octl' 
■  iih!   imiiroctlv   rosiM)nsihlo  or  proiH'rlv   intt^rested  ndrties   tlic^  nur'jnsos, 
nrinciples.   'irocf.Juros ,   relatioiisliii)s ,   results,   incoi.ies   and  expcnli  tiiroc 
involved  in  any  activity,   enterprise  or  assirjnr'ont  so  that  tliev  can  I'O 
rvaluated  by  the   interested  parties.     T!ie  concept  is   iimortant  in  iiealtli 
Planning  and  reculation  activities   and  nronrams    (such  as   those  of  health 
systems  agencies)  \/hich  should  he  accountable  to  the  public  and   those 
thev  affect  for  their  actions.     T!iere  is   no  specific  or  detailed  anree- 
nient  on  what  accountability  is  or  hov;  to  assure   it.     PL  93-6^1,   for  ex- 
ample,  contains  a  variety  of  provisions  desioned  to  make  the  nlannin^ 
conducted  under  it  accountable:     aqency  novernine  beards  niust  have  o 
consumer  majority,   the  affected  parties  must  be  represented  on  aciency 
'loverninq  boards;   data,   files  and  meetings  must  all   be  open   to  trie  nui;lic 
and,   decisions  must  be  made  according   to  established  public  procedures 
and  criteria. 

.!"  'il"!.!"    -  Th'>   scii'Jice   dedlinr  'ith    t:;e   prot'Ktion   iV,]'J   ii  ;proV'"!  ,.-r;t  of 
connunit'/  Iiealtli  \/j  ornanized  comii'unity  effort.      Putlic  dealt. i  activi- 
ties ^re  'jenerallv  tiiose  '-hich  are   less   amenable  to  i'eino   unilf.'rtaloii 
or  less  effective  ',lien   undertal.en  on  an   individual    lasis,   onii  do  not 
tvpicall^'  include   direct  personal    health  servic-Ms.      Immunizations,   sani- 
tation,  preventive  i-iodicine,  quarantine  and  other  disease  control   acti- 
vities,  occupational    h.ealth  and  safety  proqrams,   assurance  of  the  healt'i- 
fulnoss  of  air,  "ater  and  food,   healtii  education,   and  Gpidemioloqy  are 
reconnized  public  iiealth  activities. 


Qi'ALITY   -  T!io  nature,   l.inJ  or  ciiaracter  of  someone  or  somethinr',   hence,    the 
d(.M:ree  or  nra  le  of  excellence   possessed  by   tlic  person  or  thine.      Quality 
riav  'e  i-easured:     lith   respect  to   individual   medical   services,   the  vari- 
ous services   received  by  individual   or  drouos  of  iiatients,   in(iivii!ual 
or  nrouns  of  providers,   or  iiealth  nrnqrams   or  facilities,   in  terms  of 
technical   coi^potcnce,   huiianity,  need,   acceptability,   appropriateness, 
inputs,   structure,   process  or  outcomes,   usin-i  standards,  criteria,   norms, 
or  direct  quantitative  or  qualitative  i;ieasures.     To  avoid   the   frenuent 
vanueness  of   the  term  it  is   thus   necessary  to  specify  v;ho  or  v/hat   is  bein'^ 
considered,  '••'hat  aspect  of  it  is  beinn  measured,   and   hov;   it  is  heinn 
assessed. 

Ql.'0RlJ!1  -  The  minimuri  number  of  mombors   as   stated   in  aqency  by-laws  v.'iio  must 
be  present  at  a  meeting   in  order  for  inisiness   to  be  lenally  transacted. 

R 

RATb  f^ry/jp'.'  -  "  system  for  t.he  review  of  tiie  proposed  chnr^es  (rates)  of 
healtli  care  institutions  to  determine  appropriateness.  Proposed  rate 
increases  found  to  Se  inan^propriate  are  riot  allo\;ed  as  part  of  the  in- 
stitution reimb'.jrsemont  under  insurance  and  similar  payment  mechanisms. 

REOinriAL  MEniCAL  ['PvOGRAM  (RMP)  -  A  proqram  of  federal  support  for  regional 
orqanizations ,  called  recional  medical  pronrams,  wliic'i  souqtit  in  tiieir 
renions  to  ir., prove  the  care  for  .heart  disease,  cancer,  strokes  an-^ 
related  diseases.  The  lenislative  autliority,  create.!  !(y  PI.  ('.0~?.y ,   is 
found  in  Title  I."  of  t'lc  PbS  Act.  The  proqrams  were  rioavily  orientr  d 
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tcn.ards  initiatinii  and  ir.iprovinq  continuinn  education,  nursina  ser- 
vices, and  intensive  care  units.  Some  features  of  the  RfiP  pronrani 
\.'oro  conbincd  into  the  new  health  planninn  nroqrani  authorized  by  PL 
03-6'n  (see  "lioalth  systems  agencies"). 

RFIIA';iLITATIOfl  -  The  coril)ined  and  coordinated  use  of  nedical,  social,  edu- 
cational and  vocational  measures  for  traininq  or  re-training  indivi- 
duals disabled  by  disease  or  injury  to  the  hiqhest  possible  level  of 
functional  ability.  Several  different  types  of  rehabilitation  are 
distinquished  (vocational,  social,  medical  and  educational).  Mabili- 
tation  is  used  for  similar  activities  undertaken  for  individuals  born 
with  limited  functional  ability  as  compared  witli  people  who  have  lost 
abilities  because  of  disease  or  injury  (see  "developmental  disability"). 
"•  rehabilitation  center  is  a  health  proqrain  specializing  in  rehabilita- 
tion. 


SFrO'lPARY  CARH  -  Services  provided  by  modical  snocialists  w!io  (lencrally 

do  not  have  first  contact  with  patients  (e.q.,  cardioloqists  ,  uroloqists, 
dermatologists).   In  the  United  States,  however,  there  has  been  a  trend 
toi'ard  self- referral  by  patients  for  these  services,  rather  than  re- 
ferral by  primary  care  providers.  This  route  is  ouite  different  from 
the  path  usual! v  followed  in  England,  for  example,  where  all  patients 
first  seek  care  from  primary  care  Providers  and  are  then  referred  to 
secondary  and/or  tertiary  providers,  as  needed.  See  also  "tertiary 
care" . 

SFrRFT^RY  OF  HF"  -  The  ^ecretarv  of  Health,  Education  and  'lelfaro  is  the 
n>"incinal  federal  official  charqed  \'/ith  carrvinq  out  the  federal  por- 
tion of  PL  ^3-C41.  In  ODoration,  of  course,  tlie  '■Secretary"  is  re- 
'^resontod  by  rentril  administrations  and  bureaus  of  his  Department, 
and  by  tlie  ton  recinnal  offices  across  the  coiintrv. 

'-r^TF'"!  ^^:''.?  -    a  section  of  the  Social  "Security  "^ct  .->dd;v*  !y  PL  'W.-fO'].     The 
"■"r^'ction  nrovi.'es  that  payments  I'ill  not  l-e  iiado  un-lrr  ''edicare  or  ''e^ii- 
cai  !  '.'ith  resiioct  to  certain  disapproved  cafiital  expenditures  deter- 
mined to  be  inconsistent  with  state  or  local  health  plans.  PL  03-6^1, 
the  ^lational  Health  Planning  and  Resources  Development  Act  of  1974,  re- 
run" res  states  participating  in  the  Section  1122  procram  to  have  tlic 
nev;  state  health  plannin'j  and  development  agency  serve  as  the  Section 
1122  agency  for  purposes  of  the  required  review.  Sec  also  "capital 
expenditure  review"  and  "certificate  of  need". 

"^I!ARFS)  SERVICES  -  Tlie  coordinated,  or  othen/ise  explicitly  agreed  upon, 

sharing  of  responsibility  for  provision  of  medical  cr  non-medical  ser- 
vices on  tlie  part  of  ti;o  or  more  otherwise  independent  hospitals  or 
other  health  nrograns.  The  sharing  of  medical  services  night  include, 
for  examnlo,  an  agreement  that  one  hosnital  provide  all  nodiatric  care 
needed  in  a  community  and  no  obstetrical  services  while  anotlier  under- 
took tiie  reverse.  Fxamnles  of  sliared  non-medical  services  would  in- 
clude joint  laundry  or  dietary  services  for  two  or  i;iore  nursing  homes. 
Common  laundrv  services  purciiasod  by  two  or  more  iiealth  programs  from 
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ono  indp')cn  lont  retailer  of  laiin:.'ry  snrvicos  aro  not  usually  tiiounht 
of  as  sharPvl  services  unless  the  health  nronrans  own  or   otherv.'ise 
control  the  retailer. 

^lai.Li;]  rjURSKJG  facility  (snr)  -  ,''  nursinn  facility  particinatinq  in  the 
VeJicaif]  and  Medicare  proqrai::s  that  meets  specified  renuircments  for 
services,  staff inn  and  safety. 

SOLD  frACTICE  -  Lawful  practice  of  a  health  occupation  as  a  self-employed 
individual.  .Solo  practice  is  tlius  ,  !;y  definition,  orivate  practice 
but  is  not  necessarily  general  practice  or  fee-for-service  practice 
(solo  pract'tioners  may  be  paid  by  capitation,  althouqh  fee-for-ser- 
vice is  far  more  common).  Solo  practice  is  common  amounq  physicians, 
dentists,  podiatrists,  optometrists  and  pharmacists,  less  common  and 
sometimes  illeqal  in  other  professions  (are  all  sole  nractitioners 
professionals?). 

SITflUIST  -  /^  physician,  dentist  or  otiier  liealth  professional  who  limits 
his  [iractico  to  a  certain  l)ranch  of  niedicine  or  dentistry  related  to: 
snocific  services  or  procedures,  e.e.,  surtierv,  radio! oqy,  patholociv, 
coj'tain  aqe  catetiories  of  patients,  e.q.,  [lediatrics,  qeriatrics.  cer- 
tain types  of  diseases,  e.(i.,  allergy,  psycliiatry,  periodontics.  Special- 
ists usual! v  have  special  education  and  training  related  to  their  prac- 
tice and  iiiav  or  mav  not  be  certified  as  specialists  by  the  related 
specialty  board.  See  also  "board  eligible"  and  "certified",  "general 
nractice"  and  "secondary  care". 

S^CI'^L  ;V!D  RFHABILITATinfl  SERVICE  (SRS)  -  The  administration  within  l!FU  which 
manages  welfare  and  related  proarams  including  "ledicaid,  which  is  the 
responsibility  of  SRS's  ''edical  Services  Administration. 

SOCIAL  SECURITY  ADHirilSTRATinN  (SSA)  -  The  administration  within  HEW  \/hich 
manaties  the  social  security  program  includinci  Medicare,  \jhich  is  the 
rosi)onsi!)ilitv  of  the  SSA's  lUjreau  of  Health  Ini.urar.ce.  Since  "^S/"  is 
not  under  tli-^  direction  of  HLM's  Assistant  Secretary  for  Health,  Medi- 
care is  adi.r:nister(>d  separately  from  the  Department's  other  health  pro- 
(irans. 

STAMDAI'I)  -  A  (iuanti  tati ve  and. or  qualitative  value  assieneil  to  a  particular 
criterion.  Generally,  the  measure  is  set  i^v  competent  authority  as 
the  rule  for  measuring  quantity  or  quality.  Examples  of  standards  as- 
sinned  to  criteria  are:  a  minimum  ratio  of  l:inoo  (quantitative)  for 
a  physician/population  ratio  in  an  area,  a  maxiiaim  of  30  riinutes  (nu- 
antitative)  travel  time  to  a  facility,  and  meeting  JCAl!  standards 
(oualitative)  for  accreditation  of  a  facility.  See  also  "criterion". 

STATE  COMRREHE:!Sr'F  CEALTl'  PLANNIfIG  AGENCY  (STATE  CHP  or  31^(a)  AGENCY)  - 
-'  health  nlenning  aqency  assisted  under  Section  314(a)  of  the  PHS  Act, 
added  hv  PL  CO-7^^,  the  Comprehensive  Health  Planning  and  Public  I'ealtli 
'^'''rvice  "mendrients  of  !^P6.  The  aoencies  develop  state  comprehensive 
heal  til  plannino  proarams,  with  the  assistance  of  a  .health  planninn  coun- 
cil L^roadly  renresentati ve  of  public  and  private  healtli  oreani nations 
in  tlie  state  with  a  ma.iority  of  consumers  amono  its  r;enbers.  PL  -"^-l^.'^ 
has  been  superceded  hv  PL  "l-G^l ,  thn  Hntinnal  H^^alth  nianninn  and  Re- 
sources Develoniient  '^ct  of  1<^74,  v.'hicli  authorizes  assistance  for  state 
health  planning  and  development  agencies  to  replace  314(ci)  agencies. 
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Tlinsp  aqoncies  \\' i  1 1    [iropart^  an  annual    stato  lioal  t!i   nlan  cuv^   a  nodical 
lacilities   plan   (Hi  ll-llurton) .      T'lc  statr  .mcMicy  vn  11    also   sorvo  as 
l'.\c  lies  innato.l   'in  Lion   11;';'   rcviow  >uioncy  and  aili.i  ini'-,  t.or  a  coftif  icato 

0\'     nfHHl     prOl'lMi:!. 

^"TATi  'H'^IT!!  I'LA;!  -  I'tuJor  PL  'M-(')^l,  a  sLa  Lc-icvpl  "Ian  final  iz.-^d  and  adopted 
iv  t'm  !'.lirc,  I'asod  ii!)on  th(^  I'SI's  of  all  IISAs  in  tlio  statt.'  and  uDon  a 
mvlininarv  SUP  (PSIlP)  iiroi>arod  I  y  tlio  SIIPDA.  Tlie  fdlP  has  as  its  nur- 
voso   the  articulation  of  qoals  ,\n(\   priorities  to  nuido:  dnvoloi)iiont  of 
a  coordinated  apnroacli  in  the  HSPs  relative  to  areas  of  statewide  con- 
cern, develo!)nent  and  inplementation  of  health  policies  for  hotfi  !)ullic 
.^n^l   nrivate  sectors  in  the  state,  and  inplenentation  of  priority  state- 
\,'iue  programs  identified  durinq  iilan  development. 

STATr  IIPALTII  PLAflMifin  AN'D  D[:VPLOPr:EnT  AncriCY  (SIIPnA)  -  Section  1521  of  the 
PtlS  Act,  added  by  PL  93-G41,  re^iuires  the  estahl  ishr-ent  of  a  state 
health  plannino  and  development  agency  in  each  state,   "s  a  replace- 
Mont  for  existing  state  CMP  agencies,  SIlPDAs  \'ill  prepare  an  annual 
nreliminary  state  healtli  nlan  and  the  state  medical  facilities  plan 
(Pi  11 -Burton).  The  agency  will  also  serve  as  the  desinnated  review 
agency  for  purposes  of  section  1122  of  the  <^ocial  *^ecuritv  Act  and  ad- 
minister a  certificate  of  need  program.   In  ""ontana.  the  i:.ureau  of 
Health  Planninn  and  Resource  PeveloDment  is  the  SPPDA. 

riAir  'irniCAL  FACILITIFS  Pl.Ari  (SnPP)  -  under  PL  ^3-P'Tl  (Title  XVI),  a  state- 
1('V(>1  plan  developeti  hv  the  SflPDA  and  approved  by  t\:o-   SIICC  which:  sots 
forth  the  requirements  of  the  sta^.e  for  inpatient  and  outpatient  fa- 
cilities and  for  modernization  of  existing  facilities,  establishes  state- 
lide  priorities  amonci  needed  projects  for  Title  XVI  fundinc  or  other 
fundina;  provides  tlie  minimum  requirements  for  maintenance  and  opera- 
tion of  facilities  which  receive  Title  XVI  assistance.  Tlie  5/1FP  must 
he  consistent  with  the  SUP  and  will  most  likely  be  a  sub-part  of  the  SHP. 

STATEMIDF  IIFALTII  COOPxDIflATIMG  COUNCIL  (SHCC)  -  A  state  council  of  providers 
and  consumers  (who  shall  be  in  the  majority)  required  by  Section  1524  of 
the  PHS  Act,  added  hy  PL  93-641.  Fach  SHCC  generally  will  supervise 
the  work  of  the  state  health  planning  and  development  agency,  and  re- 
view and  coordinate  the  plans  and  budgets  of  the  !ISA.  the  SIICC  will  al- 
so review  applications  for  USA  planning  and  resource  development  assis- 
tance. 

SIIP-ARFA  COUflCILS  -  Councils  established  by  health  systems  agencies,  usually 
representing  a  qeographic  part  of  the  health  service  area,  used  to 
broaden  local  level  participation  and  to  advise  the  g'overning  body  of 
the  aqencv  on  the  performance  of  its  functions.   In  "ontana,  ther(;  are 
five  sub-area  councils,  one  for  each  of  the;  flovr.'rnor's  fivt^  planning 
regions. 


TEPTIARY  CARE  -  Services  provided  by  highly  specialized  providers  (e.g.,  neuro- 
logists, neurosurgeons,  thoracic  surgeons,  intensive  care  units).  Such 
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services  frccuently  require  hiqhlv  soplii  sticatci'  teclinoloi]ica1  ami 
siii'nort  facilities.  The  dovclonr.iont  of  these  services  has  lartielv 
been  a  function  of  diacinostic  and  theraneutic  advances  attained  throuqh 
lasic  anti  clinical  biomedical  research.  S(?e  also  "prii.iary"  and  '  second- 
-iry  care". 

Tri:'!l-P".IM  Y  PAYf;  -  Any  ordanizaLion ,  niililic  or  iirivaLe,  that  pavs  or   in- 
sur.'s  health  or   medical  pxf)cnses  on  lielialf  of  hencf iciarii'-s  or  recip- 
ient  (e.g.,  niuc  Cross  and  Sliield,  cor.imercial  insurance  coi;!i)anies , 
'"cdicare  and  f'edicaid).  The  individual  qcnerallv  pays  a  ()rer'iun  for 
sue!)  coveraqe  in  all  private  ,ind  some  public  procrars.  T!ie  orqaniza- 
tinn  then  pays  bills  on  his  Lu.'half;  such  payments  ai-e  called  third- 
party  payments  and  are  distinquishod  bv  the  separation  betv/een  t!ie  in- 
dividual receiving  the  service  (the  first  narty),  tl;c  individ.ual  or 
institution  providinn  it  (the  second  party)  and  the  orm.nization  nay- 
inn  for  it  (t!ie  tliird  p.^rty). 

TITir  .Win  -  The  title  of  the  "social  l^-ecuritv  Act  '-'hich  contains  th'^  princi- 
pal lenislativo  authority  for  the  ""edicare  pronran,  and  therefore  a 
connion  name  for  V.\r:   nroqrap. 

TITir  ^TX  -  The  title  of  the  fecial  Security  '^ct  which  contains  the  princi- 
pal leqislative  authority  for  the  Metlicaid  proerani,  and  tlierefore  a 
common  name  for  tfie  oroqram. 


: 'ATI',''','  -  l!se.  rtili;:at)on  is  commonly  examined  in  terms  of  pattcr-ns 
or  rates  of  use  of  a  sinqlo  service  or  type  of  s(!rv1ce,  e.g.,  liosintal 
cai'c,  i)hysician  visits,  prescrijUion  druqs.  "'easurciiient  of  utiliza 
tion  of  all  meiiical  services  in  coi:ihi nation  is  usually  done  in  terms 
of  dollar  expenditures.  I'sc  is  expressed  in  rates  ner  unit  of  pooula- 
tion  at  ris!;  for  a  qiven  period,  e.q.,  numl-er  of  admissions  to  a  hos- 
pital per  1,000  persons  over  65  per  year,  or  number  of  visits  to  a 
physician  per  person  per  year  for  family  planninq  services. 


VITAL  STATISTICS  -  Statistics  relatim  to  births  (natality),  deaths  (morta- 
lity), marrianes,  health  and  disease  (mortndity).  Vital  statistics 
for  the  United  States  are  published  annually  by  tlie  f'ational  Center  for 
Health  Statistics  of  the  Health  "esources  Administration  in  the  Depart- 
ment of  Health,  education  and  lielfare. 

VOLUNTARY  HEALTH  AGLHCY  ■  Anv  non-nrofit,  non-fovernmontal  anency,  qovorned 
by  lay  and/or  professional  individuals,  orqanizcd  on  a  national,  state 
or  local  basis,  whose  primary  purpose  is  health-related.  The  term  usu- 
ally desiqnates  aqencies  supported  primarily  ly  voluntarv  contributions 
from  the  public  at  larqe,  and  enqaqed  in  a  proqram  of  service,  education, 
and  research  related  to  a  particular  disease  or  firoup  of  diseases  and 
disabilities;  for  example,  the  American  Heart  Association,  American  Can- 
cer Society,  "'ational  Tuberculosis  Association,  and  their  state  and  local 
affiliates.  The  term  can  also  be   applied  to  such  aqencies  as  non-profit 
hospitals,  visiting  nurse  associations,  and  other  local  service  orqaniza- 
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ABBREVIATIONS  AND  ACRONYMS 


A  AACIIP 
AAMC 

APJI 

AAPS 

An 

ACFMR 

AOA 

ADAMHA 
AFDC 
AfiPA 
AHA 
AliEC 
AHIP 
AHSDF 
.  AIR 
AMA 
AMPAC 
ANA 
AOA 

APA 

APhA 

APHA 

•  APTD 
ASTIIO 


American  Association  for  Comprehensive  Health  Planning 
Association  of  American  Medical  Clinics,  Association  of 

American  Medical  Colleqes 
accident  and  health  insurance 
American  Association  of  Physicians  and  Surgeons 
aid  to  the  blind 
Accreditation  Council  for  Facilities  for  the  Mentally 

Retarded 
American  Dietetic  Association,  American  Oental  Association 
Alcohol,  Drug  Abuse,  and  Mental  flealth  Administration 
aid  to  families  with  dependent  children 
Ajnerican  Group  Practice  Association 
American  Hospital  Association 
area  health  education  center 
Assisted  Health  Insurance  Plan 
Area  Health  Services  Development  Fund 
annual  implementation  plan 
American  Medical  Association 
American  Medical  Political  Action  Committee 
American  Nurses  Association 
American  Optometric  Association,  American  Osteopathic 

Association 
Administrative  Procedures  Act 
American  Pharmaceutical  Association 
American  Public  flealth  Association,  American  Protestant 

Hospital  Association 
aid  to  the  permanently  and  totally  disabled 
Association  of  State  and  Territorial  Health  Officials 


RA  budget  authority 

BCA  Blue  Cross  Association 

BHI  Bureau  of  Health  Insurance 

BUM  Bureau  of  Health  Manpower 

BHPRD  Bureau  of  Health  Planning  and  Resources  Development 

Blue  Sheet    Drug  Research  Reports 

BNDD  Bureau  of  Narcotics  and  Dangerous  Drugs 

BQA  Bureau  of  Quality  Assurance 

BS  Blue  Shield 


C  C&Y 
CAP 

ceo 

CCME 

ecu 

CDC 


CFR 

CHAMP US 
CHAMPVA 

CHC 

CHIP 

CHN 

CHSS 

CL 

CMHC 


children  and  youth  project  under  the  Maternal  and  Child 

Health  Program 
community  action  program 
Congressional  Budget  Office 
Coordinating  Council  for  Medical  Education 
coronary  care  unit 
Center  for  Disease  Control  (formerly  the  Communicable 

Disease  Center) 
capital  expenditure  review 

Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 
Civilian  Health  and  Medical  Program  of  the  Veterans 

Administration 
community  health  center 
Comprehensive  Health  Insurance  Plan 
community  health  network 
Cooperative  Health  Statistics  System 
current  liabilities 
community  mental  health  center 
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CMS 

Co 

COB 

CON 

GOTH 

COTRANS 

CPA 

CPHA 

CPI 

CPT 

D  DD 
DDS 
DEA 
DES 

nrsi 

DI 
DO 
DOA 

DVM 

E  ECF 
ECFMG 
EIIIP 

EHsns 

EMCRO 

EMSS 

EPSDT 

ER 

ESP 


Council  of  Medical  Staffs 

coinsurance 

coordination  of  benefits 

certificate  of  need 

Council  of  Teaching  Hospitals 

Coordinated  Transfer  Application  System 

certified  public  accountant 

Commission  on  Professional  and  Hospital  Activities 

Consumer  Price  Index 

Current  Procedural  Terminology 

developmental  disability 

doctor  of  dental  surgery 

Drug  Enforcement  Administration 

diethyl stilbestrol 

Drug  Efficacy  Study  Implementation 

double  indemnity 

doctor  of  osteopathy 

dead  on  arrival 

Doctor  of  veterinary  medicine 

extended  care  facility 

Educational  Commission  for  Foreign  Medical  Graduates 

Employee  Health  Insurance  Plan 

experimental  health  service  delivery  system 

experimental  medical  care  review  organization 

emergency  medical  services  system 

early  and  periodic  screening,  diagnosis  and  treatment 

emergency  room 

Economic  Stabilization  Program 


F  FDA 
FEHRP 
FFP 
FHIP 
FICA 
FLEX 
FMC 
FMG 
FNP 
FY 

G  GHA 
GHAA 
GP 

GRAE 
GRAS 

H  HASP 
HCC 
HEW 
HI 

HIAA 
HIBAC 
HIMA 
HIP 
HMEIA 


Food  and  Drug  Administration 

Federal  Employees  Health  Benefits  Program 

Federal  financial  participation 

Federal  or  Family  Health  Insurance  Plan 

Federal  Insurance  Contributions  Act 

Federation  Licensing  Examination 

foundation  for  medical  care 

foreign  medical  graduate 

family  nurse  practitioner 

fiscal  year 

Group  Health  Association  of  Washington,  D.C. 

Group  Health  Association  of  America 

general  practitioner 

generally  recognized  as  effective 

generally  recognized  as  safe 

Hospital  Admission  and  Surveillance  Program 
health  care  corporation 
Department  of  Health,  Education  and  Welfare 
Hospital  Insurance  Program  of  Medicare 
Health  Insurance  Association  of  America 
Health  Insurance  Benefits  Advisory  Council 
Health  Industry  Manufacturers  Association 
Health  Insurance  Plan  of  Greater  New  York,  Inc. 
health  manpower  education  initiative  award 
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HMO 
H.R.  1 

IIRA 
USA 

IISI 
fISMHA 
MSP 
HUP 

IBNR 

ICDA 

ICF 

ICF/MR 

ICI) 

IL 

IND 

lOM 

I  PA 

IPR 

JCAH 
JUA 

LCGME 

LCME 

LOS 

LPf] 

LVN 


health  maintenance  organization 

The  Social  Security  Amendments  of  1^72,  P.L. 

92-603;  the  AHA's  NHI  proposal  in  the  94th  Congress 
Health  Resources  Administration 
health  service  area.  Health  Services  Adi^iini  strati  on, 

health  systems  agency 
Health  Service,  Inc. 

Health  Services  and  Mental  Health  Administration 
health  systems  plan 
Hospital  Utilization  Project  of  Pennsylvania 

incurred  but  not  reported 

International  Classification  of  Diseases,  Adapted 

intermediate  care  facility 

intermediate  care  facility  for  the  mentally  retarded 

intensive  care  unit 

intermediary  letter 

investigational  new  drug 

Institute  of  Medicine  of  the  National  Acaden\y  of  Sciences 

individual  practice  association 

independent  professional  review 

Joint  Commission  on  Accreditation  of  Hospitals 
joint  underwriting  association 

Liaison  Committee  on  Graduate  Medical  Education 

Liaison  Committee  on  Medical  Education 

length  of  stay 

licensed  practical  nurse 

licensed  vocational  nurse 


MAC  maximuni  allowable  cost 

M&I  maternal  and  infant  care  project  under  the  Maternal  and 

Child  Health  Program 

MAP  Medical  Audit  Program 

f'CAT  Medical  College  Admission  Test 

MCH  maternal  and  child  health 

MCHR  Medical  Committee  for  Human  Rights 

MEDLARS  Medical  Literature  and  Analysis  Retrieval  System 

MIA  Medical  Indemnity  of  America,  Inc. 

MIA  Medical  Impairment  Bureau 

MMIS  Medicaid  management  information  system 

MR  mentally  retarded 

MSA  Medical  Services  Administration 


H  NABSP 
NACo 
riAIA 
NAIC 
NAMH 
NARC 
NARD 
NBME 
NCHS 
NCHSR 


National 
National 
National 
National 
National 
National 
National 
National 
National 
National 


Association  of 
Association  of 
Association  of 
Association  of 
Association  for 
Association  of 
Association  of 
Board  of  fledica 
Center  for  Heal 
Center  for  Heal 


Blue  Shield  Plans 
Counties 

Insurance  Agents 
Insurance  Commissioners 
Mental  Health 
Retarded  Citizens 
Retail  Druggists 
1  Examiners 
th  Statistics 
th  Services  Research 


66 


II DA  new  drug  application 

MF  National  Formulary 

Nfll  national  health  insurance 

NIISC  National  Health  Service  Corps 

NIH  National  Institutes  of  Health 

NIMH  National  Institute  of  Mental  Health 

NIRMP  National  Interns  and  Residents  Matching  Program 

NLN  National  League  for  Nursing 

NMA  National  Medical  Association 

NP  nurse  practitioner 

NPRM  notice  of  proposed  rulemaking 

0  OAA  old  age  assistance 

OASDHI  old  age,  survivors,  disability  and  health  insurance  program 

OC  oral  contraceptive 

OEO  Office  of  Economic  Opportunity 

0MB  Office  of  Management  and  Budget 

OPD  outpatient  department 

OR  operating  room 

OSHA  Occupational  Safety  and  Health  Act 

OT  occupational  therapy  or  therapist 

OTA  Office  of  Technology  Assessment 

OTC  over-the-counter  drug 

P  PA  physician  assistant,  Proprietary  Association 

PAHO  Pan  American  Health  Organization 

Part  A  Hospital  Insurance  Program  of  Medicare 

Part  B  Supplementary  Medical  Insurance  Program  of  Medicare 

PAS  Professional  Activities  Survey 

PCMR  President's  Committee  on  Mental  Retardation 

PDR  Physicians'  Desk  Reference 

PF  Physicians'  forum 

PHP  prepaid  health  plan 

PHS  U.S.  Public  Health  Service 

PHS  Act  Public  Health  Service  Act 

PMA  Pharmaceutical  Manufacturers  Association 

PNHA  Physicians'  National  Housestaff  Association 

POMR  problem  oriented  medical  record 

PSRO  professional  standards  review  organization 

PT  physical  therapy  or  therapist 

Q  QAP  Quality  Assurance  Program 

R  RCC  ratio  of  costs  to  charges 

RCT  random  controlled  trial 

RD  regional  director  (HEW) 

RFP  request  for  proposal 

RHA  regional  health  administrator  (HEW) 

RMP  regional  medical  program 

RN  registered  nurse 

RVS  relative  value  scale  or  schedule 

S  SC  service  connected 

SHCC  Statewide  Health  Coordinating  Council 
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SHP 

SHPDA 

SMFP 

SMI 

SMSA 

SNF 

SRS 

SSA 

SSI 


State  health  plan 

State  Health  Planning  and  Development  Agency 

state  medical  facilities  plan 

Supplementary  Insurance  Program  of  Medicare 

standard  metropolitan  statistical  area 

skilled  nursing  facility 

Social  and  Rehabilitation  Service 

Social  Security  Administration 

supplemental  security  income 


TA 

Title  XVIII 

Title  XIX 


technical 

Medicare 

Medicaid 


assistance 


U  UCR 
UHDDS 
UR 

USAN 
USP 
USPHS 


usual,  customary  and  reasonable 

Uniform  Hospital  Discharge  Data  Set 

utilization  review 

United  States  Adopted  Flames  Council 

United  States  Pharmocopeia 

United  States  Public  Health  Service 


V  VA 
VNA 


Veterans  Administration 
visiting  nurse  association 


WBGH 

WHO 

WRMH 


Washington  Business  Group  on  Health 

World  Health  Organization 

Washington  Report  on  Medicine  and  Health 


314(a)  agency  State  CHP  agency 
314(b)  agency  Areawide  CHP  agency 
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state  of  Montana 
SHCC  Handbook 
Section  VI-C 


SOURCES 


1.  "The  Implementation  of  the  Health  Systems  Agency  in  Montana",  Office  of 

Budget  and  Program  Planning,  Helena,  April  1976 

2.  SHCC  Orientation  Materials,  Bernard  Karshmer  and  Associates,  Denver, 
Colorado,  April  1977. 

3.  SHCC  Orientation  Materials,  Midwest  Center  for  Health  Planning,  Madison, 
Wisconsin,  March  1977. 


69 


SHCC  MEMBERS 


1.  Bryce  Hughett,  M.n.,  Chairman  of  the  SHCC 
Mental   Health  Center 

1245  N.    29th 
Billings,  MT  59101 

2.  Kathleen  Raniey,  Vice-Chairnian  of  the  SHCC 
1511'i  Railroad  Avenue 

Helena,  MT  59601 

riected  Official,  Mayor,  Consumer,  Area  4 

3.  Elmer  Richey,  Secretary-Treasurer  of  the  SHCC 
307  Del  mar 

Great  Falls,  MT  59404 

North  Central   Montana,  Consumer,  Area  2 

4.  Phil  Auble 

Gl endive  Community  Hospital  and  Nursing  Home 
Gl endive,  MT  59330 

Hospital  Administrator,  Provider,  Area  1 

5.  Sharon  Dieziaer,  R.N. 
3604  Fifth  Avenue  South 
Great  Falls,  MT  59401 

Registered  Nurse,  Provider,  Area  2 

6.  Charles  Fisher 

Montana  United  Indian  Association 
P.  0.  Box  26 
Babb,  MT  59411 

Native  American,  Consumer,  Area  2 

7.  George  B.  Galinkin 
703  South  nth  Avenue 
Pozeman,  MT  59715 

Southwestern  Montana,  Consumer,  Area  4 

8.  John  Halseth,  M.D. 
1905  Cherry  Dri^/e 
Great  Falls,  MT  59404 

Physician,  Provider,  Area  2 

9.  Gloria  Heggen 
P.O.  Box  457 
Ekalaka,  MT  59324 

Eastern  Montana,  Consumer,  Area  1 

10.  Alfred  Klingler 
P.  0.  Box  488 
Shelby,  MT  59474 

North  Central  Montana,  Consumer,  Area  5 
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SHCC  Members  (Continued) 
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n.  Pat  McCarthy,  M.D. 
501  West  Broadway 
Missoula,  MT  59801 

Physician,  Provider,  Area  5 

12.  Edward  Morse 
Denton 
Montana  59430 

South  Central  Montana,  Consumer,  Area  3 

13.  Frank  S.  Newman,  Ph.D. 
515  South  8th 
Bozeman,  MT  59715 

Prof.  School,  Provider,  Area  4 

14.  Fred  A.  Plumer 
Hillside  Manor 

4720  -  23d  Avenue  South 
Missoula,  MT  59801 

Nursing  Home  Administrator,  Provider,  Area  5 

15.  Anita  Richards 
P.O.  Box  321 

Seeley  Lake,  MT  59868 

Northwestern  Montana,  Consumer,  Area  5 

16.  Barbara  Schilling 
P.O.  Box  26 
McLeod,  MT  59052 

South  Central  Montana,  Consumer,  Area  3 

17.  John  Bunger 
V.A.  Hospital 

Fort  Harrison,  MT  59636 

V.A.  Respresentative,  Provider,  Area  4 

18.  John  Allen 

Governor's  Representative 
1140  Vallejo  Drive 
Helena,  MT  59601 

Governor's  appointee.  Consumer,  Area  4 
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